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Since its introduction over four years ago, 


Chloromycetin has been used by physicians 


in practically every country of the world. 


More than 11,000,000 patients have been 


treated with this important antibiotic— 
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To 

DRAIN 
THE 
EDEMA 
PATIENT... 
Effectively - Conveniently... 


Solution - Tablets 
“XANTHINE: 

FOR EDEMA 
due to 
cardiovascular By a dual action on the kidneys which both increases the volume 
and renal of the glomerular filtrate and diminishes tubular resorption, 
insufficiency, Salyrgan-Theophylline rapidly produces copious diuresis. 
as well as The response to Salyrgan-Theophylline solution 
hepatic does not “wear out” so that doses may 
cirrhosis usually be repeated as required, 


without loss of efficiency. 


With Salyrgan-Theophylline tablets taken orally, patients 
appreciate the gradual, non-flooding diuresis 


and the greater convenience. Salyrgan-Theophylline tablets 
“can successfully decrease the patient's burden... 
either by decreasing the need for frequent mercurial injections 


or by actually replacing the injections entirely.” 


1. Abramson, Julius, Bresnick, Elliott, 
and Sapienza, P. L.: 
New Englond Jour, Med, 
243144, July 13, 1950. | 


DHARMALY 


NEW YORK 18, N.Y. WINDSOR, ONT. . 
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Available as: 

Sterile vials containing 200,000 
and 500,000 units Crystalline 
Penicillin O Potassium. 

Bottles of 12 buffered tablets, each 
containing 100,000 units Crystal- 
line Penicillin O Potassium. 
Depo*- Cer -O- Cillin Chloropro- 
caine for Aqueous Injection in vials 
containing 1,500,000 units Crystal- 
line Chloroprocaine Penicillin O. 


The Upjohn Company, Kalamazoo, !‘ichigan 


| Upjohn 


less-antigenic 
penicillin: 


Cer-O-Cillin 


Trademark Reg. U. S. Pat. Off. POTASSIUM 
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...when the 


patient is in 
acute distress 
from 


waterlogging... 


“Meralluride sodium solution 
(MERCUHYDRIN ) in 1 to 2 cc. doses 
intramuscularly has been very 
effective and is not painful.”* In acute 
congestive failure, MERCUHYDRIN 
characteristically curbs tissue 
inundation and relieves dyspnea, 
orthopnea and cardiac asthma. 


Ampuls of 1 cc., 2 cc., and 10 cc. vials. 


*Stead, E. A., Jr., in Cecil, R. L., and 
Loeb, R. FE: Textbook of Medicine, ed. 8, 
Philadelphia, W. B. Saunders Co., 

1951, p. 1065. 
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a good mixer 


for your cough prescriptions 


especially valuable when allergic factor 


1s suspected or pr 


- taste appeals to young and old 


- compatible with commonly prescribed medications 


Contains CHLOR-TRIMETON® Maleate 
(brand of chlorprophenpyridamine maleate), 2 mg. per teaspoonful (4 cc.). 
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“LONG BEFORE HOT FLUSHES APPEAR... 


Patients presenting such classic menopausal symptoms as hot flushes cause little 
diagnostic difficulty. However, throughout the period of declining ovarian function 
which may begin long before hot flushes appear, many women complain of distressing 
symptoms which though less clearly defined are actually due to estrogen deficiency. 
For example, insomnia, headache, easy fatigability, and symptoms affecting the 
bones, joints, and the skin may not be readily identified as due to estrogen deficiency 
because they may occur years before, or even years after cessation of menstruation. 


Investigators’” have found that as the body attempts to adjust itself to declin- 
ing estrogen production, a number cf symptoms may appear which call for the prompt 
institution of estrogen replacement therapy. These symptoms may be nervous, cir- 
culatory, arthralgic, or dermatologic in character because the loss of ovarian hormone 
“withdraws one of the most important metabolic regulators of the organism””’ and 
affects many body functions. If such metabolic imbalance or deficiency is evidenced, 
the administration of estrogen is clearly indicated. 


“PREMARIN?” presents the complete equine estrogen-complex as it naturally 
occurs. “Premarin” not only produces prompt symptomatic relief, but it also imparts 
a gratifying and distinctive “sense of well-being.” It has no odor . . . imparts no 
odor. 


COUNCIL ON ft 


PHARMACY 


Estrogenic substances (water-soluble), also known as conjugated estrogens (equine). 
Available in both tablet and liquid form. 


1, Werner, A.: Acta endocrinol. 13:87, 1953. 
2. Malleson, J.: Lancet 2;158 (July 25) 1953. 
3. » M. A., and Goldzieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 1953, p. 23. 
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IN continuing and repeated impartial 
scientific tests, smoke from the new 
KENT consistently proves tohave much 
less nicotine and tar than smoke from 
any other filter cigarette—old or new. 


The reason is KENT’s exclusive Mi- 
cronite Filter. 


This new filter is made of a filtering 
material so efficient it has been used to 
purify the air in atomic energy plants 
of microscopic impurities. 

Adapted for use as a cigarette filter, 


it removes nicotine and tar particles as 
small as 2/10 of a micron. 


And yet KENT’s Micronite Filter, 
which removes a greater percentage of 
nicotine and tar than any other filter 
cigarette, lets through the full flavor of 
KENT’s fine tobaccos. 


Because so much evidence indicates 
KENT is the most effective filter-tip 
cigarette, shouldn’t it be the choice of 
those who want the minimum of nico- 
tine and tar in their cigarette smoke? 


Ke all with the exclusive Micronite Filter 


“KENT” AND “MICRONITE” ARE REGISTERED TRADEMARKS OF P, LORILLARD COMPANY 
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More Rapid Absorption — 


ncreased Toleration 
Greater Stability 


ACHROMYCIN, a new broad-spectrum 
antibiotic developed by the Lederle 
research team, has demonstrated 
greater effectiveness in clinical trials 
with the advantages of more rapid 
absorption, quicker diffusion in tis- 
sue and body fluids, and increased 
stability resulting in prolonged high 
blood levels. “t 


ACHROMYCIN exhibits a broad range 


of activity against beta hemolytic 
streptococcic infections, E. coli in- 
fections (including urinary tract 
infections, peritonitis, abscesses), 
meningococcic, staphylococcic, 
pneumococcic and gonococcic in- 
fections, otitis media and mastoiditis, 
acute bronchitis and bronchiolitis, 
and certain mixed infections. 


ACHROMYCIN is now available in 250 
mg., 100 mg., and 50 mg. capsules, 
Spersoips® 50 mg. per teaspoonful 
(3.0 Gm.), Intravenous 500 mg., 250 
mg. and 100 mg. Other dose forms 
will become available as rapidly as 
research permits. 


“LEDERLE LABORATORIES DIVISION 


AMERICAN U4 COMPANY 
30 Rockefeller Plaza, New York 20, N. Y. 
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ERE’S a low-priced diagnostic x-ray unit that offers 
complete reliability and flexibility for both radiog- 
raphy and fluoroscopy. A single-tube combination unit 
with a table-mounted tube stand, Maxicon ASC provides 
two-tube efficiency at one-tube cost. 
It's the same story regardless of the x-ray equipment or 
supplies you need: At General Electric your money buys 


more performance . . . more dependability. This is the 
predictable result of General Electric's never-ending search 
for ways to improve the x-ray and electromedical appara- 
tus available to the medical profession. 


Maxicon ASC is just 
one example of how 
General Electric x-ray 
equipment leads the 
way in performance 


Backing this broad line of quality equipment is a net- 
work of strategically located, factory-operated district 
offices. Through them, a highly trained x-ray specialist is 
available to you at all times. 

Whatever your diagnostic or therapeutic needs, call your 
G-E x-ray representative. 


You can put your confidence in — 


GENERAL @@ ELECTRIC 


| Table positions from 10° Trendelenburg to vertical ves YES | NO | YES 
iA No other Variable speed table angulation ves NO | NO | NO 
Radiation-protective table ponels ves NO | NO | NO 

low-priced X-fay unit 18-in, focal-spot to table-top distance for fluoroscopy ves NO | NO | YES 
includes all these revising | no | wo 

: Sicnal-light centering system for Bucky radiography ves NO | NO | NO 

P lus features Provision for cross-table radiography ves NO | NO | NO 

12-step line-voltage compensator yes NO | NO | NO 

Automatic selection of large or small focal spot ves ves | NO | NO 

45 x 78-in. or less space requirement | NO | NO| NO 


Direct Factory Branches: 
PHILADELPHIA — 1624 Hunting Park Avenue BALTIMORE — 2 West Eager Street 
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2. Welch, H.: Ann. - Se. 53:253 (Sept. ) 1950, 
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drug choice 
Erythro 


TRADE MARK 


(Erythromycin, Abbott) 


“Erythromycin, given orally, is an 
effective antibiotic and seems to be an 
antibiotic of choice, at present, in 
the treatment of infections due to resistant 


strains of staphylococci.’” 


1. Grigsby, M. E., et al., Antibiot. & Chemother., 
10:1029, October, 1953. 


HIGHLY-ACTIVE ERYTHROCIN is 
also effective against strepto- 
cocci and pneumococci. Less 
likely to alter normal intestinal 
flora than most other oral anti- 


-biotics. Gastrointestinal dis- 


turbances rare, with no serious 
side effects reported. 


AVERAGE ADULT DOSE; 200 mg. 
every four to six hours. You'll 
find Specially-coated Erytu- 
ROCIN tablets (100 and 200 mg.) 
in bottles of 25 and 
100 at all pharmacies. 


ALSO FOR CHILDREN: Tasty, Stable Pediatric ERYTHROCIN Suspension 
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‘The magic 
whispers...” 


When Grandpa tucked you between his knees, 


you knew you were going to listen again to 
his wonderful watch—to hear its magic 


—— th) toh . Saving for security is easy! Read every word— 

: ; now! If you’ve tried to save and failed, chances are it 

And as you listened, those measured whispers of was because you didn’t have a plan. Well, here’s a sav- 

time shut away the world, leaving you close to ings system that really works—the Payroll Savings 
Grandpa, secure in his love. Plan for investing in Savings Bonds. 

From fathers and mothers to sons and daughters passes This is all you do. Go to your company’s pay office, 


choose the amount you want to save—a couple of dol- 


the lifeblood of happiness—security. The privilege of lars » payday, or as much as you wish. That money 
providing it for those we love can be found only ina will be set aside for you before you even draw your 
land like ours. pay. And automatically invested in Series E U. S. 


Savings Bonds which are turned over to you. 


If you can save only $3.75 a week on the Plan, in 9 
years and 8 months you will have $2,137.30. If you 


And another wonderful thing is this: By realizing this 
privilege of freedom for ourselves, we achieve the security 


of our country. For, think—the strength of America is can save as much as $18.75 a week, 9 years and 8 
simply the strength of one secure home touching that months will bring you $10,700! 
of another. For your sake, and your family’s, too, how about 


signing up today? 


The U.S. Government does not for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America. 
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“SHARP 


DIVISION OF MiRCK & 
Mer 


Cost of therapy with HYDROCORTONE is now substantially the same as with cortisone. 


Offers significant advantages 
in treating rheumatoid arthritis 


(HYDROCORTISONE, MERCK) 


HYDROCORTONE possesses greater anti-rheumatic activity and is 
reported to be better tolerated than cortisone. Reports emphasize that 
hydrocortisone has produced clinical improvement faster than cortisone 
and with smaller doses. In several cases, endocrine disturbances en- 
countered during cortisone therapy have been reported to disappear or 
diminish when the smaller but equally effective doses of hydrocortisone 
were substituted. Boland, E. W. and Headley, N. E., J.A.M.A. 148:981, 
March 22, 1952. 


SUPPLIED: ORAL—HYDROCORTONE Tablets: 20 mg., bottles of 25 tablets; 10 
mg., bottles of 50 tablets; 5 mg., bottles of 50 tablets. 


ALL HYDROCORTONE Tablets are oval-shaped and carry this trade-mark : 
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many-purpose 


MERTHIOLATE 


(Thimerosal, Liily) 


nonirritating, relatively nontoxic; effective in the 


presence of body fluids or soap 


MERTHIOLATE IS SUPPLIED AS: 


Tincture, 1:1,000 Ophthalmic Ointment, 1:5,000 
: Solution, 1:1,000 Suppositories, 1:1,000 


Ointment, 1:1,000 


DESCRIPTIVE LITERATURE IS AVAILABLE ON REQUEST 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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DIAGNOSIS AND MANAGEMENT OF 
UTERINE MALIGNANCY 
A Twenty-Five Year Experience* 
Grorce A. Haun, M. D.,* 
Philadelphia, Pa. 

Cancer of the uterus is probably the most 
important gynecological disease, if you con- 
sider it from the standpoint of mortality. 
Each year 17,000 to 18,000 women die from 
cancer of the uterus. 


The most significant factor in this is the 
fact that of these patients who are dying 
every year, 70 per cent when first seen are in 
the advanced state of the disease. Two out of 
three of the women when first treated have ad- 
vanced disease already. Well, that makes the 
answer rather simple. The patient must be 
seen at an early stage. Therefore, early diag- 
nosis must be made by (a) prompt examina- 
tion, and (b) careful history-taking. Every 
woman should see her physician when gyne- 
ecologic symptoms develop. Periodic health ex- 
aminations should be done on all women; cer- 
tainly all women over the age of 35 or 40 
years of age. 


Most women who do develop cancer do so in 
the menopausal or post-menopausal era. How- 
ever, with our group of patients at Jefferson 
with cancer of the cervix about one out of 
three of our cases are forty or younger. 


There are certain factors that are pretty 
well known about uterine cancer. We know 
that the woman who marries and bears chil- 
dren before the age of 20 has a greater oppor- 
tunity of developing uterine cancer than the 
woman that marries later and then bears 
children. We know that the woman who bears 
children has about ten times the chance of de- 
veloping uterine cancer as the woman not 
bearing children. We know that women of 
the Jewish race are relatively free of cervical 


*Read before the Medical Society of Delaware, Rehoboth, 


September 10, 1952. 
**Assistant Professor of Gynecology & Obstetrics, Jeffer- 
son Medical College. 


eancer. We know that cancer of the body of 
the uterus is quite prone to be associated with 
the triad—obesity, hypertension and diabetes. 

However, we do not know all that there is 
to know about uterine cancer. What is the 
earliest symptom of cancer? Well, there is no 
really early symptom. That is why I stress 
periodic pelvic examination. If there is any 
early symptom it is vaginal bleeding. We 
know, at least in our institution that 95 per 
cent of the patients have bleeding as a prin- 
cipal symptom, and in the patient in whom 
bleeding does not seem a major symptom, if 
another attempt is made at history-taking, 
bleeding will be found in almost every case. 
Unfortunately, pain is not an early symptom 
of uterine cancer. Where pain occurs in uter- 
ine cancer, it is either due to late malignancy 
for which little can be done, or it may be asso- 
ciated with a benign pelvic condition that hap- 
pens to be present while the patient does have 
eancer. Vaginal discharge is not prin- 
cipally a symptom of uterine cancer, unless it 
happens to be blood-streaked. The ordinary 
vaginal discharge is usually due to a lacer- 
ated cervix, probably due to the trauma of 
childbirth. If the patient has a lacerated cer- 
vix it is a golden opportunity for repair 
treatment. 

We do not know the cause for cancer of the 
cervix. However, our feeling is quite definite, 
that if the patient has a diseased cervix her 
chance of developing cervical cancer later is 
greater than the person having a normal, 
healthy-appearing cervix. And it is for this 
reason that any diseased cervix should be put 
in a healthy condition. 

How does one make a diagnosis of cervical 
eancer? One can not make the diagnosis un- 
less an examination is done. In other words, 
we need a meticulous pelvic examination and 
a very careful history. That is the keystone of 
diagnosis. And certainly, whether the man is 
a specialist or a general practitioner, he 
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should not limit himself to a pelvic examina- 
tion but an adequate general examination 
should be done at the same time. 


Many times we have been asked ‘‘ What is 
the proper preparation for the patient to have 
a pelvic examination? Patients who are bleed- 
ing do not want to be examined.’’ Certainly, 
there is no preparation for a pelvie examina- 
tion. If you have the patient in your office, 
you can examine her, Those are the important 
factors—the patient, the doctor, and the of- 
fice. 

What is necessary for the examination? 
You need a table, you need light, you need 
gloves, lubricant, and various sized specula. 
The diagnosis of uterine cancer is not made by 
any new-fangled cancer test. The diagnosis is 
made by pelvic examination and history. 

In going over histories of patients having 
uterine cancer it is quite apparent that the 
most important single factor is the delay be- 
tore which the patient reaches adequate treat- 
ment. This delay may be due to the patient. 
It may be that she is afraid she has cancer. It 
may be that she was misinformed by so-called 
yood neighborly advice or she may have 
thought that any bleeding is due to the so- 
called ‘‘change of life.’’ 


Another factor, however, is the physician’s 
failure to examine the patient in the presence 
of gynecologic symptoms; and failure on the 
part of physicians and patients alike, to em- 
phasize the periodic examination of supposed- 
ly-healthy women. 

There are a few things that may delay diag- 
nosis, The giving of Estrogens or other hor- 
monal preparations to the woman in the so- 
called menopausal era. Recently, in the Phila- 
delphia area, we have heard of a so-called 
‘* premenopausal syndrome’’ which takes place 
in any woman above the age of twenty who has 
nervous symptoms of any type. Apparently, 
Estrogen is given for anyone unhappy at 
home or who has a tremor or a flush or what 
you will. If 1 patient is receiving Estrogen 
therapy and pelvic symptoms develop, the 
true symptoms may be masked by the medica- 
tion, 

In 1945 the Committee for Study of Pelvic 
Cancer was developed. It was formed by mem- 
bers of the Obstetrical Society of Philadel- 
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phia, with the sponsorship of the American 
Cancer Society and the Philadelphia County 
Medical Society. It was believed that thru 
the study of patients with known pelvic can- 
cer some clue could be discovered to explain 
the marked delay so often present (before 
adequate diagnosis and treatment is _ insti- 
tuted) in patients with pelvie cancer. 


For that purpose we have two investigators 
who have permission to visit thirty-four of the 
city hospitals, and interview any patient in 
whom a histologic diagnosis of pelvic cancer 
has been made. These records are reviewed, 
and then once a month we have a luncheon 
meeting to which any doctor who has seen 
the patient is invited. At this time the case 
history as obtained by the investigator is 
given and then the family physician is asked 
to give the history, and other findings, as 
noted by him. There is no castigation of the 
family physician or anything of that type. 
Everything is done on a friendly plane and 
specialists and general practitioners alike 
have learned a great deal about the delay 
period in pelvic cancer. It has become a pop- 
ular luncheon meeting-place. During the past 
year the average attendance has been about 
forty. 

(Slides were then shown) 


This is a slide showing the results of a 6- 
year period, in the Philadelphia Committee 
tor the Study of Pelvic Cancer. There were 
2418 patients studied. Of these patients hav- 
ing a proven diagnosis of cancer in some area 
of the pelvis, there was an apparent delay of 
38.8%. On the other hand, when the physi- 
cia.t was primarily responsible for delay in 
getting the patient to proper care and treat- 
ment, 15.5%. It was observed that the physi- 
cian and patient were equally at fault in 
about 15% ; and institutional delay occurred 
in 12%. Institutional delay takes place when 
the patient is under the care of the hospital 
or clinic and the diagnosis of pelvie cancer is 
missed or delayed. There was no delay in 
about 29% of the patients. In about a third 
the patient was at fault, a third the physician 
at fault or partly at fault, and a third, no de- 
lay. Here is a table demonstrating the delays 
according to the organ that was affected by 
the cancer. This table shows combined delay 
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on the part of the patient and the physician. 
Cancer of the vulva led the list, with 85%. 
Delay on the part of the patient diminishes 
with the other organs, corpus of the uterus, 
65%, cervix 56%, and ovaries 52%. 


I might say as far as the physician himself 
is eoneerned, physician delay was greatest in 
those patients having cancer of the cervical 
stump, In this ease the delay was the fault of 
the physician in 58% of the cases. It is our 
belief that the physician is lulled into a 
sense of security when the patient tells him 
that she has had a hysterectomy. Secondly in 
importance was cancer of the vulva where in 
50% of the patients there was evidence of 
physician delay. 

In 1945 when the study was first originated, 
only about 4% of the patients had early 
cervical cancer. During the past year our fig- 
ures show that about 23% of the patients 
being treated had early cervical cancer. In 
1945 and 1946, almost 40% of the patients 
had far-advanced cancer for which little or 
nothing could be done. During the past year 
only about 20% of the patients had far- 
advanced cancer. 


We definitely are of the opinion that the 
Committee for the Study of Pelvic Cancer 
has been and will be a means for reducing de- 
lay in patients with pelvic cancer. 


After the history and physical examination 
have been done, a biopsy must be taken before 
any final diagnosis can be made. 


Can a biopsy be taken in the office? Of 
course, if the doctor wishes to do one. If the 
doctor doesn’t wish to do a biopsy, then he 
should send the patient to someone who will 
take a biopsy. 


What type biopsy should be done? A spot 
biopsy can be done with the scalpel or biopsy 
punch. For patients in whom there is a dis- 
eased cervix of any consequence, in whom the 


spot biopsy will not suffice, we prefer doing a’ 


circular cervical biopsy. In this type of biopsy 
the entire squamo columar junction is re- 
moved so that a generous piece of tissue is ob- 
tained for complete histologic study. This is 
an ideal biopsy. It is ideal because if the pa- 
tient does not have cancer of the cervix, the 
diseased cervix itself has already been ade- 
quately treated. We hope that adequate treat- 
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ment of the diseased cervix will reduce the 
ineidenee of cervical cancer in the future. 

In 1921 at Jefferson the Pelvic Cancer 
Clinic was developed. Since then any patient 
on the ward or clinie service thought to have 
pelvie cancer is referred to the Pelvic Cancer 
Clinic. Since 1921 over 700 patients have been 
examined in the clinic who were thought to 
have cervical cancer. 683 of these patients 
were shown to have cervical cancer, and of 
that group 485 patients have been followed 
for five or more years. The treatment we use 
at Jefferson is primarily radioiogie in nature. 

(Next Slide): We have divided the results 
of our treatment of cervical cancer into three 
major divisions, this first phase going from 
1921 to 1936. These patients originally were 
treated with massive doses of radium and 
then later with a massive dose of x-ray. 
Some of these patients received both. Some 
received one; some received the other. None 
of them received adequate doses by present- 
day standards. If you look on the left side, 
you see the survival rates, Stage 1, we had 
53% survive; Stage 2 we had about 34% ; 
Stage 3 about 4.6% and in Stage 4 there were 
no survivors, for an average survival rate of 
about 28%. I might say between 1921 and 
1926, our survival rate of all the patients 
treated was less than 20%. These patients did 
not have any planned type of treatment. The 
radium dose varied, the mode of application 
varied, the x-ray was given usually in one 
large dose. 

From 1936 (slides) to 1942 and 1943, we 
had more of a plan in that all the patients 
received preliminary x-ray treatment, given 
externally, and then received a local radium 
application. As you see here, a little over 
half of the Stage 1 patients survived, 55.6%. 
About 34% of the Stage 2 patients survived, 
and then when we reach the advanced group, 
we observe a fall to about 8%, and again in 
the very-advanced stages we saved no patients. 
Here there has been a rise from about 28% 
survival to 34% or 35% average. In other 
words, about 1 out of 3 of the patients treated 
during this era survived the disease for a 
period of five or more years. 

During the years 1942 and 1943 we eval- 
uated our treatment and decided we should 
attempt a more definite plan of therapy. We 
instituted a practice where the patients would 
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receive fractional x-ray therapy first, and 
after a waiting period they received a local 
radium application in the form of interstitial 
needies, and capsules in the canal of the cervix 
and uterus. We also instituted at this time the 
use of vaginal cone therapy, directing the ray 
toward the cervix for a moderate dose of 3,000 
R’s (Roentgens). 

These figures (slides) (1941-1946) repre- 
sent the best results that we have received 
and here we see that about 55% of Stage 1 
and Stage 2 patients have survived and 1% 
per cent of Stage 3 and again none in Stage 4, 
for an overall survival of 47.6%. Since 1946 
the trend of patient survival is about 50-55%. 
So if we were asked now, ‘‘ What is the chance 
of surviving 3 or 5 years,’’ we would say 
about 50 or 55%. This rise in the survival 
rate in patients treated with cervical cancer 
has not been done without a price. Because 
of our increased radiation dosages we have 
had an inerease among our radiation damage. 
About 20% of our patients have symptoms 
such as diarrhea or frequency of urination 
and possibly bloody bowel movements or in- 
testinal obstructions. Of these 65 patients, 
we had to perform 9 colostomies. We have an 
incidence of about 7% of fistulae. In our pre- 
vious series from 1936 to 1942 we only had 
2 fistulae. This is not a selected group of 
patients. At the present time we are working 
with the Department of Radiologie Physics, 
and the Department of Radiology to see if we 
can more exactly give our treatment. We feel 
our higher rates of survival are due to in- 
creased amounts of radiation and better ap- 
plications of radium, and more intelligent 
management of the patients. All of our 
patients have a complete genito-urinary and 
complete bowels survey. 

(Next slide): This is a comparative slide 
showing all the patients that have been treat- 
ed who are eligible for a five-year result. 

We have a few patients, 69 to be exact, in 
whom inadequate therapy was received. They 
may have had one or two x-ray treatments 
or possibly a radium treatment. Some had 
supra-vaginal hysterectomies, or had surgery 
of various inadequate types or inadequate 
x-ray in general, and we have included those 
patients to complete the report. As you see, 
in this group, we saved only 3%. ‘So our over- 
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all five-year survival rate in all patients who 
have been treated in any way, at Jefferson, is 
about 28 to 29%. I think the figure to be re- 
membered is the 47.6% five year survival 
which was obtained during the past five 
years, 1941-1946, by means of the planned 
treatment. External x-ray first, then deep 
Vaginal cone therapy and local radium, using 
capsules in the canal and needles in the cervix. 
SURGERY IN CANCER OF THE CERVIX 

Dr. Joe Meigs, a number of years ago, pre- 
sented a notable paper on the Management of 
Cancer of the Cervix by Surgery, and he em- 
phasized special criteria for those patients 
who should receive surgical management. Un- 
fortunately, these criteria have not been ad- 
hered to by a good many operators, and all 
too often patients that have been treated 
surgically receive inadequate or ill-advised 
surgery. Surgery has varied from complete 
hysterectomy to complete pelvic exenteration. 
We believe there is a field for surgery of ean- 
cer of the cervix but surgery should be lim- 
ited to institutions where the patients are 
carefully followed and evaluated so that one 
ean at a later date properly evaluate the re- 
sults of the treatment of cancer of the cervix 
by means of surgery. 

For about three years at Jefferson we have 
been performing extra peritoneal iliae lymph- 
adenectomies. We haven’t done enough to 
know what the final results will be. In about 
five years we hope to be able to tell you 
whether that particular type of procedure is 
worthwhile. At any rate, we definitely believe 
that the average patient with cancer of the 
cervix should have the benefit of treatment by 
irradiation. In our institution we believe that 
the average patient has an opportunity for a 
50 to 55% survival if treated at this time. 

During the past few years other types of 
treatment have been used, such as super- 
voltage x-ray therapy, irradiated colloidal 
gold, and Cobalt-60 as well as various other 
isotopes. 

At the present time the diagnosis of uterine 
eancer, particularly cancer of the cervix is 
still made by history-taking, pelvic examina- 
tion, the biopsy of the cervix and periodic 
health examinations. 

The type of therapy which we prefer is 
irradiation and we believe that about a 50 to 
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55% five year survival rate should be expect- 
ed in any patient with cancer of the cervix 
treated at this time. 
255 8S. 17th Street. 

DiscuSsSION 

Dr. J. F. Hynes: (Wilmington) Mr. Chair- 
man and Members of the Society: I was very 
much interested in Dr. Hahn’s paper which 
I think shows some very fine results. 

I think he does himself an injustice by re- 
porting the cases from 1921 to 1926, ete., be- 
cause we all know that the treatment in those 
years was quite inadequate in everybody’s 
hands. It is only in the more recent years, 
particularly with the development of the 
higher voltage x-ray tubes and with the 
knowledge of measuring radiation, that it is 
or has been possible to give anywhere nearly 
adequate or even uniform treatment to 
patients. 

My own experience is not as extensive as 
his. We have had over the past 15 years or 
have seen, about 550 cases in Wilmington, at 
the Memorial Hospital. Most of them, or at 
least some of those of course are too recent to 
know what the results of treatment will be. 
Of those patients, some of them are not really 
suitable for analysis, in that they represent 
patients that followed other clinies or were 
treated elsewhere, and came in to us for treat- 
ment of metastasis, or something of the sort. 
And our survival rate is about the same as 
Dr. Hahn’s here, as reported—around 50%. 

I think that there is one very definite 
change in the case material over the past 
years. A good many years ago I worked out 
figures on the question of delay on the part 
of the patient, and delay of the doctor, before 
getting the patient to adequate treatment, 
and it ran to a good many months. I think 
that is no longer the case. There are few 
patients where the doctor is responsible for 
the delay in getting the patient to be treated 
and, for the reason we are seeing the patients 
in the early stages of cancer of the cervix 
the results are improving. 

I am not sure our treatment is very much 
better, that is, within the recent period, but I 
am quite sure we are seeing more patients 
where they have an opportunity of cure. 

The question as to the treatment to be used 
comes up. Ten years ago it was pretty well 
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settled—they were all treated by radiation. 
Now there is a question whether surgical 
treatment may not be better. Various reasons 
are advanced for the advisability for surgery, 
such as the freedom from post-radiation com- 
plications, the possibility of later recurrence, 
and later radiation complications or changes 
leading to a radiation cancer, even. That has 
been brought up by Meigs, particularly. My 
conviction is the same as Dr. Hahn’s, that is, 
we still find radiation therapy the best way of 
treating carcinoma of the cervix. 

We have had in this group about 8 or 10 
patients requiring colostomy. We have had 
two or three vaginal fistulae that had to be 
repaired, and others with the progressive dis- 
ease where nothing could be done about them. 
However, it seems to me that surgical treat- 
ment by total hysterectomy, no matter how 
wide, is still a pretty limited operation, when 
dealing with the uterine cervix, because you 
can’t give it very much margin. 

If surgical treatment is necessary for a 
patient with cancer of the cervix and partic 
ularly with a patient with recurrence after 
unsuccessful radiation, then there probably is 
a place for pelvic evisceration. | don’t know 
the exact number of cases that have been done, 
about 25 or 30. The mortality has not been too 
bad; it would run in the neighborhood of 20 
per cent. And there are a number of patients 
who are apparently well. No patients have 
survived for five years, as yet, and there have 
been a number of deaths from recurrent can- 
cer. But it seems to me there is a place for 
that operation in certain selected cases. 

I mentioned that there was a definite im- 
provement in the results obtained in the last 
five years. I feel that is primarily because we 
are seeing therm sooner. 

It looks as though the survival rate will be 
in the neighborhood of 60 per cent. 

Dr. O. N. Srern, (Wilmington): I think 
this is a timely paper. I at first had some 
thoughts of discussing this in the light of 74 
eases which I have treated personally since 
1946, since my return from the army. How- 
ever, there is another side to the paper that 
I think is more to be emphasized; that is, the 
matter of the examination of the person. 

We all have sent Pap. smears away that 
have come back positive; have taken the 
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patient to the hospital, and done a D and C 
biopsy and have gotten negative results. Then 
we have repeated the Pap. test and have 
gotten a positive result. What should we do in 
these cases? There are reports in which the 
two Pap.’s had been done and biopsy and 
curetage disclosed nothing—but in view of 
the fact there had been positive Pap. nodes 
and they had been repeated, a laparotomy 
was done and a carcinoma of the tube was 
found. I think we should be very cognizant if 
the Pap. is taken right, and even though they 
get negative findings on the curetment and 
biopsies, I think the patient should be care- 
fully watched, if necessary, at a later date, 
explored. 

Next is the cervix of the pregnant woman 
on examination. All of us are cognizant of 
looking at the pregnant cervix and finding 
erosion is quite marked and which on occasion 
ean bleed on touching. I think all these 
cervices enduring pregnancy should be biop- 
sied even on a tendency toward viability; 
seeing by pressure against the area whether 
or not increased bleeding can be obtained. 
The bleeding which comes from your biopsy 
ean be controlled with Jelu-Cel or one of the 
other oxidized gauzes. I would like to em- 
phasize this biopsy because in the city of Wil- 
mington, in the last ten years, we have had 
three cases of carcinoma of the cervix com- 
plicating pregnancy. 

Recently, at one of the hospitals a carci- 
noma was picked up. This patient was hys- 
terectomized because near term, and treated 
with radium. As far as | know—and that is 
about a year ago—that patient is well and 
healthy. But we should not lose sight of the 
fact that frequently during the course of 
pregnancy, even though the cervis can take 
on various simulating pictures, and cancer 
should not be forgotten. 

I would like to close with an interesting 
case that most of us in Wilmington are ac- 
quainted with. A young girl whom I saw in 
December, 1949 had been up to the Harvard 
Medical School because of a severe valvular 
lesion, for operation, because of an old rheu- 
matic disease. While up there a superficial 


examination was made of her genital system | 


and pelvic examination was not made. She 
was operated on successfully. She came back 
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to Wilmington and started bleeding. I did a 
biopsy, to find she had an epidermal eancer 
of the cervix. No speculum had been used 
originally, no pelvie had been done, and the 
Pap. had been done by a swab and stick, and 
in that way only, and sent to the lab. I think 
this is an illuminating case and should put 
us all on our toes to watch when doing the 
pelvies, that they are properly done under 
proper illumination. 

Dr. E. Y. Giepui., (Wilmington): Dr. 
Hahn spoke of the increase in radiation reac- 
tions and damage in the result. I would like 
to ask him if there has been effort to cor- 
relate that with the extent of the disease, 
recognizing that sometimes when you destroy 
the cancer that is invading the floor of the 
bladder that you can’t help but produce such 
a fistula. 

Dr. CHRISTENSEN, (Salisbury): I am some- 
what interested in total radiation dose and the 
plan of x-ray and how you decided to settle 
on preliminary x-ray and post-radium x-ray. 
J am also interested in the change of radiation 
damage figures from the earlier series to the 
latest series, and what conclusions you have 
come to about that. 

And then in connection with that, I would 
like to get Dr. Eisenstein to show two of your 
slides over, with respect to the effectiveness of 
treatment. 

(Showing the slide referred to) Now this 
is a series of five-year results in the group of 
patients treated in the period 1942-1943 and 
to 1946, and I call your attention particularly 
to results in League of Nations Stage 2 
patients and Schmitz’. Now, let’s look at the 
other group. If you will compare the results 
in the League of Nations’ Stage 2, here and 
Stage 1, here, if you can remember them, 55 
and 34, roughly, and 55 and 55, roughly, it 
seems to me that there may be something 
there that suggests that it is not ‘‘cricket’’ to 
increase the radiation of the Stage 1 League 
of Nations’ patients and suffer the increased 
radiation damage. 

There has been shown definite relationship 
between radium dose time, equivalent, and 
radiation damage and I would like to know 
whether your experience has been similar— 
that is, that a similar total millicuries or mil- 
ligram hours of exposure obtained with a 
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smaller dose of radium over a longer period 
of time, as opposed to a large application of 
radium applied over a less period of time, 
with a distinct diminution of radiation dam- 
age. 

For a group of gentlemen interested in 
treating patients that go home, I thought 
maybe you might say something about the im- 
portance of careful follow-up and the salvage 
in follow-up patients with recurrences be- 
eause I think that is a palpable and impor- 
tant figure and should not be overlooked. 

I am interested in how you are getting along 
immediately, as far as your radiological dam- 
age in the lymph adenectomy group as op- 
posed to those in the ward group. Last, I 
would like to give a little bit of credit to Mrs. 
Graham because I think a very remarkable 
piece of work has been done with a Pap. stain 
in her hands, especially in the group of 
patients—where radiation is going to fail, 
and eall your attention to the fact that it may 
not be too far in the future when, with the 
aid of vaginal smear, we can separate and 
predict the radiation failures. She has been 
able to demonstrate that in a group that she 
considered as inadequate radiation response 
about 97% of the patients failed to survive, 
whereas in the group of smears taken after, 
or during, or well into the radiation treat- 
ment she was able to demonstrate where she 
called it an adequate response, the rest of the 
patients fell, and of course there was a con- 
siderable mortality in the group, anyway. But 
when she said the radiation was inadequate, 
the patients died. That is just interesting 
from the standpoint of those treating the dis- 
ease. 

Dr. H. W. Situ: (Harrington) I had a 
question in mind and Dr. Stern has touched 
upon it briefly. | would like to ask what the 
general practitioner can expect of the posi- 
tive Pap. smears as related to diagnosis of 
earcinoma of the female genital tract. 

Dr. Haun: I will preface my remarks by 
saying if -I could answer all these questions 
completely it would be a complete course in 
gynecology. 

In regard to some of Dr. Hynes’ remarks, I 
do feel that there is less delay now in the 
patient getting to treatment, and that is evi- 
denced on our charts. In the last chart very 
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few Stage 3’s and many more Stage 1’s and 
2’s are noticeable, whereas in the earlier 
charts the reverse was true. As to pelvic ex- 
enterations, we have not done any at Jeffer- 
son, but in other institutions the primary mor- 
tality rate is from 20 to 40 per cent. If your 
mortality rate is less than that you are to be 
congratulated. Pelvie exenteration is an ex- 
tensive operation which may give five to ten 
per cent survival. I agree, it may be indicated 
eecasionally but I think one should study the 
patient most carefully, before subjecting her 
to that type of surgery. 

Now, Dr. Stern, in regard to the Papani- 
colaou smear, and the examination of the 
patient: I have a slide. I didn’t know origi- 
nally that we were going to talk of Papani- 
colaou Smears, but it might be interesting. 

(Slide): I think this may also answer in 
part Dr. Smith’s question. These 96 patients 
had or were known to have cancer of the 
cervix before treatment. All had smears 
taken, not only from the cervical canal, but 
from the posterior vaginal fornix and aspira- 
tion of the cervical canal up. We had 10% 
false negatives. (Referring to slide). These 
are known cases of cancer of the cervix. 

We feel the Papanicolaou smear is a val- 
uable screening test, but the most important 
factor is the physician. If the doctor is sus- 
picious of eancer and the Papanicolaou is 
negative then a biopsy and/or D & C should 
be done. It all comes back to the physician. 
He is the most important single diagnostic 
factor in pelvic cancer. 

In regard to the pregnant woman, we cer- 
tainly have no hesitancy in taking a biopsy in 
a pregnant woman, with a suspicious cervix. 
Dr. Murphy in our department reported 50 
consecutive biopsies taken on pregnant women 
with no untoward complications. 

I was interested in what Dr. Stern said 
and I think his report emphasizes the pelvic 
examination as being part of the routme ex- 
amination. 

Dr. Gledhill, unfortunately it is true that 
the patients receiving the most radiation dam- 
age were in the earlier stages. 

Dr. Christensen asks the total radiation 
dose or what is planned. Our dose plan is 
2400 roentgens. The average field is 10 x 14 
em, and the filtration is one-half mm. cop- 
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per and one mm. aluminum. Seldom do we 
go below that dose. Sometimes we increase it. 
The external therapy is directed perpendic- 
ularly into the abdomen not cross-firing the 
cervix. We then apply 3000 roentgens through 
the vaginal cone, using the largest cone the 
patient will tolerate, and direct the ray to 
the cervix. The radium is given as I men- 
tioned before by intra cavitary and inter- 
stitial radium, using 100 mg. each for aver- 
age dose of mg. hours of about 5,000. 


We give preliminary x-ray therapy first 
since it stops bleeding, reduces ulceration, and 
infection, and reduces the lymphatic exten- 
sion of the disease. 


In reference to the figures in the 1936 to 
1942 and the 1942 to 1946 grouping, Dr. 
Christensen asks the advisability of increas- 
ing the stage 1 irradiation which was similar 
to the question Dr. Gledhill mentioned. Our 
plan of treatment was designed in 1942 and 
1943 and originally in 1936, to be a treat- 
ment which should be given according to plan. 
And we have carried on with this plan. In the 
light of the increased radiation damage, I 
admit the Stage 1 and some Stage 2 cases 
have shown a greater amount of damage. 


In regard to the work that Dr. Christensen 
mentioned, we are not willing to use a very 
small amount of radium for a prolonged num- 
ber of hours. We do not believe there is enough 
evidence to change our technic as yet. 


In regard to the follow-up of patients with 
recurrence, about six years ago a paper was 
presented on the re-irradiation of patients 
treated with cancer of the cervix, and I be- 
lieve we had about an 8 per cent salvage in 
patients who had been re-irradiated. As to the 
lymphadenectomy patients, we have had no 
bad results as yet. 


The Papanicolaou work done by Ruth Gra- 
ham was mentioned. We are not able to dupli- 
cate her exact results. However, we are con- 
tinuing that work. Dr. Rakoff, whom some of 
you may know, is an able cytologist, and we 
hope to be able to get a better correlation be- 
tween radiation-sensitivity lesions and radi- 
ation-resistant lesiens, but so far we have not 
been able to utilize the results in any practical 
way. 
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DRUG THERAPY IN THE MANAGEMENT 
OF HYPERTENSION’ 
CuaARLEs Levy, M. D.** 
Wilmington, Del. 

A favorite subject in the medical literature 
today is the treatment of hypertension with 
new medicinal agents. Many new drugs have 
been under investigation by medical research 
teams and several of proven merit have been 
reported. Some cause a lowering of blood pres- 
sure in hypertensive disease by producing 
what has been labeled a medical sympath- 
ectomy; others exert effects reflexedly or 
through central or peripheral action. Famil- 
iarity with the mode of action of these new 
agents, and thorough knowledge of the side 
effects, are absolutely necessary in order to 
properly understand the place of these new 
drugs in our medical armamentarium. 

Before treatment is instituted, a thorough 
study of the patient must be made to ascertain 
if possible the etiology of the hypertension. Of 
the known causes, which number about 5% 
of the total number of cases of hypertension, 
are included: pheochromocytoma, Cushing’s 
disease, coarctation of the aorta, unilateral 
kidney disease, toxemia of pregnancy, and 
acute glo:nerulonephritis. It is then essential 
to determine the status of the cerebral, coron- 
ary and renal vessels as producing hypoten- 
tion in eases where degeneration of these 
structures is present, may result in precipitous 
catastrophies. 

Many patients with hypertension are 
asymptomatic and may go on for many years 
without serious damage developing in any or- 
gans; some cases, on the other hand, suffer 
serious trouble early in the course of their 
illness. As an illustration of the asymptomatic 
hypertensive, I followed a patient, Mrs. M. E. 
B., age 77, in my office whose blocd preessure 
was 300/140. She remained quite comfortable 
under symptomatic therapy of hypertension 
for 5 years and then developed congestive 
heart failure and died. 

The question of when to treat is a good one. 
Many cases require only reassurance and guid- 
ance. Meilman!’ feels that the elderly patient 
who has had a long standing history of hyper- 
tension and who does net show evidence of 


*Presented at Joint Staff Meeting of Wilmington hos- 
pitals at General Hospital, September 22, 1953. 
**Chief in Medicine, Wilmington General Hospital. 
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for the patient 
with moderate 

or severe essential 
hypertension 


Apresoline 
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THE PATIENT REPORTS 
progressive relief of 
hypertensive symptoms 
if present, 


YOU OBSERVE 

benefits in up to 80% of cases: 
e.g., hypertension gradually 
reduced, renal circulation 
improved, eye-ground changes 
may be reversed, 


THE LITERATURE REPORTS 
therapy is generally well 
tolerated with initial 

low dosages, gradually 
increased,'** Patient 
response is the guide to 
dosage adjustment,’ Optimal 
maintenance dosage level 
is usually reached only 
after 3 weeks or more; 
marked therapeutic effect 
cannot be expected with 
initial low dosages.* 


Tablets of 10, 25, 50, 100 mg. 
Ampuls of 1 ml., 20 mg. 


1. Hafkenschiel, J. H., and Lindauer, 
Circulation 7: 52, 1953. 

2. Schroeder, H. A.: Circulation 5: 28, 1952. 
3. Riven, S.S., Pocock, D. G., Kory, R.C., 
Roehm, D. C., Anderson R. S., and 

Meneely, G.R.: Am. J. Med, 14: 160, 1953. 
4. Taylor, R. D., Oustan, H. P., Corcoran, 

A. C., and Page, |. H.: Arch, tnt, 

Med. 90: 734, 1952. 
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Now, as in the pollen season, allergy must be reckoned with as “perhaps 


the commonest cause of a stuffy nose...”’ And in “off-season” allergic 
nasal congestion—as in other allergic manifestations— you can rely on 
Pyribenzamine for prompt symptomatic relief, with aminimum of sedation 
or other side effects. Keep this effective prescription in mind whenever you 
suspect allergy as a factor in “stuffy nose.” Pyribenzamine hydrochloride 
(tripelennamine hydrochloride Ciba) 50-mg. tablets, bottles of 100 and 
1000. For pediatric use, prescribe palatable Pyribenzamine Elixir; each 


4-ml. teaspoonful contains 30 mg. tripelennamine citrate. Pints and gallons. 


1. Dill, J. L.: Postgrad. Med. 4:413, 1948, 


No other antihistamine combines greater clinical benefit with greater freedom from side effects 
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for nasal 
congestion in 
the common cold 
or allergy 
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THE PATIENT FEELS 
a greater ease in breathing. 


YOU OBSERVE 
prompt reduction of turgid 
mucous membranes. 


THE LITERATURE REPORTS 

a rapid decongestive effect'— 
“relief lasts for several 
hours’”’—and a prolonged 
reduction of local swelling 
and congestion.’ 


Supply : 0.05% Solution, 1 oz. 
bottle and 15 ml. Nebulizer. 


1. Hild, A, M.: Schweiz. med. Wcehnschr. 
71:557, 1941. 

2. New and Nonofficia!l Remedies, 

J. B. Lippincott Co., Philadeiphia, 1953, p. 200 
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hypertensive cardiovascular disease is better 
left free of dietary and drug restrictions. 
Young individuals, with no symptoms or signs 
other than high blood pressure, usually require 
only supportive psychotherapy to prevent de- 
velopment of hypertensive neurosis. On the 
other hand, it is a known fact that hyperten- 
sion increases cardiae load, accelerating the 
onset and accentuating the development of 
arteriosclerosis. To lower the high blood pres- 
sure to more normal levels may delay the 
progressive development of hypertensive 
cardiovascular disease and arteriosclerosis. 

In the treatment of hypertension we do 
recognize several methods with distinct value 
and frequently a combination of these methods 
may be of benefit in the treatment of the in- 
dividual patient. The value of rest is recog- 
nized. Psychotherapy, sedation, low salt diet, 
drugs, and finally sympathectomy or sym- 
pathectomy with adrenalectomy—all have 
their advocates. Wilkins? presented a beau- 
tiful outline of the drug therapy of hyper- 
tension and gave an excellent review of their 
indications with case reports. 

GANGLIONIC BLOCKADE 

Hexamethonium produces adrenergic block- 
ade at the level of the ganglia. Hexamethon- 
ium, or C6, is a quaternary ammonium com- 
pound which is a powerful autonomic gangli- 
onie blocking agent. It effectively blocks the 
transmission of nerve impulses acting at the 
ganglionic synapse in both the sympathetic 
and parasympathetic systems. It produces a 
marked and a relatively prolonged hypoten- 
sive effect. It must be used with extreme 
caution as it is a potentially dangerous drug. 
The effect of this agent may vary from patient 
to patient and tolerance to it develops rapid- 
ly. It is slowly absorbed from the gastro 
intestinal canal, and only about 5% enters 
the general zirculation. Because of this, con- 
stipation must be avoided and a laxative 
should be given daily. The patient receiving 
this drug must always be under close super- 
vision. In the presence of impaired renal 
function extreme caution must be exercised as 
the drug may accumulate in the blood stream 
to high levels. Vascular thrombosis is a danger 
and may result if prolonged hypotension is 
produced in patients with coronary or cerebral 
vascular disease. 
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A fall in blood pressure with marked 
postural hypotension is the chief effect of the 
drug. Side effects are as follows: blurred 
vision, tachycardia, dry mouth, nasal stuffi- 
ness, nausea, heart-burn, urinary retention 
and constipation, which may progress to para- 
lytic ileus. As hexamethonium may increase 
the sensitivity to pressor agents, adrenalin is 
contra-indicated. In extreme hypotension, the 
head should be lowered and vasoxyl (methox- 
amine hydrochloride) or neosynephrine 
(phenylephrine) should be used. 

Hilker*® reported on 30 cases with a response 
which was declared variable. Seventy-two per- 
cent (72%) of his cases developed postural 
hypotension, but is was difficult to maintain 
a constant lower pressure. Moyer* reported 
results on 120 patients to whom he had pre- 
scribed hexamethonium on an out-patient 
basis. He reported excellent results, as all but 
17 of his cases responded with a reduction in 
blood pressure, and with improvement in 
signs and symptoms of heart failure, improve- 
ment in P.S.P. excretion, and improvement 
in papilledema. 

Smirk®, and his co-workers, in a study of 
130 patients also reported excellent results. 
Some of their patients have been maintained 
for 12 months or more on C6. Sokolow’ re- 
ported his results on 17 cases of malignant 
hypertension in which he declared that the 
prognosis was no longer hopeless. He noted 
clinical improvement in 10 of his 17 cases 
with a reversal of the papilledema. In the re- 
port offered by Moyer, Snyder and Johnson® 
of a study of 58 unselected ambulatory cases 
with moderate to severe hypertension, they 
reported all but eleven were benefited by 
hexamethonium. The administration of a pres- 
oline in combination was used for the control 
of eleven of eighteen additional patients who 
were not adequately controlled with hex- 
amethonium alone. The ganglionic blockade 
produced by hexamethonium does not alter 
the (sedative) vasopressor effect of apreso- 
line. It does block, however, at least part of 
the tachycardia and the increased cardiac out- 
put. Klayman, Silberg and Karlen’ deseribe 
a fatal case that followed hexamethonium ad- 
ministration. Paralytic ileus and shock devel- 
oped in their patient. This case report with 
references to 5 other deaths which were re- 
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ported in recent literature, all due to hex- 
amethonium, was presented. This again em- 
phasizes the importance of a full knowledge 
of the pharmacodynamics of this potent drug 
before its use. 

Eroer ALKALOIDS 

The dihydrogenated ergot-alkaloid is an ex- 
ample of the centrally acting group of drugs, 
which are alse adrenergic-blocking agents. 
Hydrogenation was shown by Stoll’® and his 
co-workers to alter the activities of some of 
the ergot-alkaloids. Hydrogenation alters the 
usual vasoconstriction effect and the ability to 
stimufate smooth muscle and, in addition, it 
merenses the adrenergic blocking activity of 
the ergot-alkaloid. Hydergine contains a mix- 
ture of three hydrogenated alkaloids of the 
ergotoxine group: dihydro-ergocornine, dihy- 
dro-ergocristine, and dihydro-ergokryptine. 
Pharmacologically the drug produces: (1) a 
central sedative action (inhibition of the 
higher vaseular centers) ; (2) lowering of vas- 
cular tone; (3) a direct peripheral adrenergic 
blockade; and (4) centrally induced brady- 
cardia. 

The drug also produces nasal congestion 
and postural hypotension. At times fatigue 
and listlessness. Occasionally there is nausea. 
Hydergine must be given parenterally but 
the patient ean be taught, following standard- 
ization, to give it to himself like insulin. The 
crug frequently produces sufficient subjective 
improvement, and is sufficiently safe to be of 
value. 

H YDRALAZINE 

Another example of centrally acting drugs 
is 1-hydrazinophthalazine, sometimes referred 
to as hydralazine, or under the trade name of 
Apresoline. The effect of this drug is chiefly 
central but it has no sedative component. It 
does lower both the systolic and diastolic 
blood pressures. The action is apparently in 
the mid brain with the result that an excessive 
out-flow of sympathetic vasopressor impulses 
is prevented. The drug also exerts a moderate 
degree of adrenergic blocking action against 
the pressor effects of adrenalin. The drug 
causes postural hypotension, tachycardia and 
headache. In addition, other side effects are 
weakness, dizziness, nausea and vomiting. 
Less common are numbness of the extremities 
and nasal congestion. The headache which 
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Apresoline causes is of the histamine type and 
may be due to the suppression of histaminase. 
An important effect is an increased renal blood 
flow. By increasing the blood flow through the 
kidneys, hydralazine tends to interrupt the 
vicious cyele of renal ischemia, with its at- 
tending release of pressor agents. Apresoline 
reduces cerebral vascular tones but cerebral 
blood flow is not decreased in spite of the fall 
in blood pressure. One is cautioned in the use 
of Apresoline in coronary cases where a reduc- 
tion in the blood pressure may be hazardous 
as there is increased cardiac output in addi- 
tion to tachyeardia. 

Hilker*® reports a significant fall of systolic 
blood pressure in 66% of his cases; and a fall 
of 44% in the diastolic blood pressure. The 
combined use of hydralazine with hexametho- 
nium has been recommended by Schroeder® ; 
whereas Hilker stated that the combined 
therapy offered little advantage over the use 
of hexamethonium alone. Paige commented 
that he was against such polypharmacy. 
Schroeder reports some apparent late toxicity 
of the drug: (1) 5 eases of acute interstitial 
fibrosis of the lungs in a series of 258 cases; 
(2) 2 cases which resembled disseminated 
lupus; (3) 5 cases which developed rheuma- 
toid arthritis, probably due to Apresoline. 

Kauffman"! reported a case of pancytopenia 
in a recent Journal of the American Medical 
Association. Moser’? reported a case of acute 
psychosis due to hydralazine therapy. The 
report deals with a patient who experienced 
a severe psychotic episode due to an over- 
dosage of Apresoline. 

DIBENAMINE 

Dibenamine is a peripherally acting drug 
which is sympatholytie in action, acting 
directly and preventing the smooth muscle of 
arterioles from responding to vaso-constrictor 
influences. Dibenamine has its disadvantages 
as it must be given in a slow drip intra- 
venously. The side effects are restlessness, 
drowsiness or confusion. It has not been recom- 
mended for routine use but it has been used 
to tide a patient over an acute episode. 

A new long acting peripherally effective 
adrenergic agent which has been recently 
synthasizédi ts dibenzyline. Its action is much 
shorter than dibenamine. It produces a marked 
fall in orthostatic but only a moderate fall in 
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supine blood pressure. It can be given orally. 
It blocks the pressor effects of circulating 
adrenalin, acting at the nerve endings in the 
blood vessel walls. The side effects are nasal 
stuffiness, dryness of the mouth, miosis, 
postural hypotension, tachycardia, drowsi- 
ness, fatigue and rarely nausea and vomiting. 
The chief disadvantage is the tachycardia. 
Miller’* compared the results in the use of this 
agent with results in a group of patients 
treated with other newer drugs. Eleven of 23 
patients were benefited with dibenzyline. 
Miller’* declared that in his opinion hexa- 
methonium was the drug of choice. 


VASODILATORS 

The nitrites are quite well known as vaso- 
dilating drugs with action directly on the 
blood vessel wall. It has been suggested that 
the drug partially counteracts the predomi- 
nant sympathetic vascular tone found in hy- 
pertensive disease. The nitrites have little ef- 
fect on the blood pressure except of course 
nitroglycerine with its particularly short peri- 
od of action. An unpleasant side effect is the 
headache that accompanies its use. 


VERATRUM GROUP 

The veratrum group of drugs acts centrally. 
The mode of action is unknown but it does 
act upon the central nervous system and the 
vagus, producing vaso-dilatation, It produces 
a reflex fall in blood preessure and slowing of 
heart rate by afferent stimulation*' to vaso- 
motor centers through central vaso-depression. 
There is a resultant decrease in peripheral 
resistance which is not accompanied with a 
reduction in cardiae output. Unfortunately, 
however, there is a narrow range between the 
therapeutic and the toxic dose and there is a 
great variation in the dosage requirements of 
individual patients. Veratrum causes nausea 
and vomiting, salivation, tight throat, pares- 
thesia about the mcuth, tingling of the hands 
and feet, severe hypotension, even collapse and 
bradyeardia. Th‘s bradycardia is of vagal 
origin and can be prevented with atropine. 
Veriloid contains a mixture of active hypo- 
tensive esters of veratrum viride. The bioas- 
say method’® utilized the property of the drug 
to block the carotid sinus pressor reflex. 

A new preparation of veratrum pure esters 
derived from veratrum alba has been de- 
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clared superior to alkaloid of veratrum viride 
in that it produces less nausea. Veratrum is a 
liliaeeous plant native te Europe. Protover- 
atrine A and B are the active purified esters 
from this plant. A principal advantage is that 
a dosage of the drug is based on weight and 
not on bioassay. Hoobler'® states that this 
drug is superior to Veriloid and it is useful 
in patients with heart failure as it may reduce 
the blood pressure and slow the heart rate 
without lowering the cardiac output. 
Low Saut Diet 

A method recommended many years ago for 
the reduction of high blood pressure is the 
low salt diet. Allen'’, in 1920, originally pro- 
pounded the value of salt restriction in hyper- 
tension. Coreoran'* and Watkins'*® reported 
effective results with the use of low salt 
regime. In 1944, Kempner?®?! reported excel- 
lent results with the rice diet with its very 
severe restrictions, limiting the diet to rice, 
fruit and sugar. The excellent results claim- 
ed by Dr. Kempner to be due to his rice diet 
have been questioned, and many feel that the 
hypotensive effect of the rice diet is due to its 
low sodiur content. A low salt regime is fre- 
quently used as adjunctive therapy to drug 
and other methods of treatment. 

THIOCYANATES | 

The use of thiocyanates was in vogue quite 
« few years ago. Its action is still not truly 
known. It may have a slight sedative action 
and it may also have some vaso-depressing ef- 
fect on the smooth muscle of arterioles. Toxic 
reaction such as psychosis and dermatitis are 
frequent and it is imperative that the blood 
level be followed. A blood level of 8 to 12 
mgm.% is recommended. Unless there is good 
kidney function, an excessive level may occur 
with the toxic reaction. Cyanate goiter, occa- 
sionally seen, is due to blockage of the forma- 
tion of thyroxin by thiocyanate. 

PYROGEN 

If there is good renal function intravenous 
pyrogens have been suggested in the treat- 
ment of hypertension. It causes a general and 
a special renal-vasodilatation. The treatment 
with pyrogen is still in the experimental stage 
and is not particularly recommended as it is 
a very rigorous form of therapy. Taylor?? 
and his group in a report in the use of Pyro- 
men, which is a water soluble pyrogen, noted 
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improvement in some cases but this improve- 
ment was not maintained. 


RAUWOLFIA 
Finally, a drug which is a native plant of 
India and used as a root or powder (Rau- 
wolfia-Serpentina) has been introduced. It is 
trade marked as Raudixin, a whole extract, 
by Squibb or Rauwiloid, a purified alkaloid by 


Riker. The drug is well tolerated and is ef- 
fective in about 50% of the cases. The drug 
has been recommended because of its almost 
universal absence of side effects. Its action is 
on the central nervous system, is slow and re- 
quires 3 to 5 days to several weeks for the 
maximum effect to be noted. Wilkins and 
Judson?* declare the drug is well tolerated. 
They feel that the drug produces its effect 
through some sedative action. It produces 
subjective improvement with a type of emv- 
tional calm. The drug, because of its dis- 
tinetive bradycardia, which is not blocked 
by atropine, can be used to good advantage 
in patients who are also taking veratrum 
or hydralazine?* The drug causes nasal con- 
gestive, bradyeardia, a sedative-like action, 
a slight laxative action and may promote 
weight gain. 
SUMMARY 

Drug therapy in hypertension is certainly 
not the last word. Some of these drugs are 
beneficial but at the same time have certain 
serious drawbacks. Certainly, before the use 
of any of the agents a complete physical sur- 
vey of the patient must be done. The ad- 
vantages and disadvantages of the drugs 
under consideration must then be weighed. 
A close supervision over each patient must be 
maintained as each patient may react differ- 
ently. Hospitalization for study prior to use 
of these drugs is certainly advisable. The ef- 
fect of stressful situations and emotional con- 
flicts cannet be overemphasized. Therapy 
should be withheld from patients with serious 
coronary atherosclerosis, brain, or serious kid- 
ney disease due to the danger of vascular 
thrombosis when the blood pressure has been 
lowered. At times combinations of drugs may 
he advisable, utilizing the favorable effects of 
certain agents as (1) the renal vaso-dilatation 
of Apresoline; (2) the bradyeardia of vera- 
trum; (3) the sedative action of Rauwolfia. 
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Drug therapy is a step forward but its ulti- 
mate value will await the test of time. 
621 Del. Ave. 

REFERENCES 


1. Meilman, E.: The Medical Management Arterial 
Hypertension, New Engl. J. Med. 248: 204-000 (May 21) 


1953. 

2. Wilkins, R. W.: New Drug Therapies in Arterial Hy- 
pertension, Ann. Int. Med. 37: 1144-54 (Dec.) 1952. 

3. Hilker, R. R. J., Rhoades, P. S., Billings, C. E.: Clinical 
Use of Hydralazine and Hexamethonium, JAMA 153: 
5-9 (September 5) 1953. 

4. Moyer, J. H., —~’ S. L., Ford, R. V.: Orally Adm. 
Hexamethonium in Hypertension, JAMA 152: 1121 
(July 18) 1953. 

5. Smirk, F. H.: Methonium Compounds in Hypertension, 
Lancet 1: 346 (Feb. 10) 1951. 

6. Schroeder, H. A.: Control of Hypertension with Hexa- 
methonium and 1-Hydrazinophthalazine, Arch. Int. Med. 
89: 523-40 ag? 1952. 

7. Sokolow, M., and Scottstaedt, M. F.: The Management 
of Malignant Hypertension, Ann. Int. Med. 38: 647 
(Apr.) 1953. 

8. Moyer, J. H., Snyder, H. B., and Johnson, I., et al.: 
Results of Oral Hexamethonium Alone and in Com- 
bination with 1-Hydrazinophthalazine in Therapy of 
Hypertension, Amer. I. Med. Sci. 225: 379 ag. rg 

9. Kiayman, M. IL. Silberg, N. R. and Karlen, 

Death Assoc. with Hexamethonium and 1- Hy drazinbph 
talazine (Apresoline) Therapy, New Eng. J. Med. 
1108 (June 25) 1953. 

10. Stoll, A., and Hoffman, A.: Die Dihydro Derivate der 
Naturlichen Linksdrehenden Mutterkornal Kaloide, 
Helvet, Chim. Acta. 26: 2070-2081, 1943. 

1l. Kauffman, M., Pancytopenia due to Apresoline, JAMA 
(Apr. 25) 1953. 

12. Moser, M., et al.: Acute Psychosis as a Complication 
Fee Therapy, JAMA 152: 1329-31 (Aug. 1) 


13. Miller, 8S. 1L., Moyer, J. H., Ford, R. V., and Mills, 
L. C.: Clinical Results with Dibenzyline in Treatment 
of Hypertension in Comparison with Results with 
seper Ste Drugs, N. Engl. J. Med. 248: 576- 


14. Dawes, G. 8S.: Studies on V Alkaloids, J. Pharmac. 
& Exper. Therap. 89: 325-342, 1947. 

15. Rubin, R. and Burker, J. C.: Bioassay of V V by Effect 
on Carotid Sinus Pressor Reflex, J. Pharmac. & Exper. 
Therap. 103: 3601, 1951. 

16. Hoobler, 8. W., Corley, R. W., Kabza, T. G., and Loyke, 
H. F.: Treatment of Hypertension with Oral Pro- 
toveratrine, Ann. Int. Med. 37: 468-481, (Sept.) 1952. 

17. Allen, F. M.: Arteriosclerotic Hypertension, JAMA 
74: 652, 1920. 

18. Corcoran, A. C., Taylor, R. D., and Paige, I. H.: Con- 
trolled Observation on Effect of Low Sodium Dieto- 
therapy in Essential Hypertension, Cire. 3: 1-16, 1951. 

19. Watkins, D. M., et al.: Effects of Diet in Essential 
Hypertension, Amer. J. Med. 9%: 441-493, 1950. 

20. Kempner, W.: Treatment of Kidney Disease and of 
Hypertensive Vascular Disease with Rice Diet, No. 
Car. M. J. &: 125-133, 1944. 

21. Idem: Treatment of Hypertensive Vascular Disease 
with Rice Diet, Amer. J. Med. 4: 545-577, 1948. 
Taylor, R. D., Coreoran, A. C., Ferteg, H. W., and 
Paige, I. H.: Use of Pyromen, J. Lab. & Clin. Med. 

: 146 


Wilkins, W. R. W., and Judson, J. W. E.:: Use of 


R. Serp. in Hypertensive Patients, New mani. J. Med. 
248: 48-53, 1953. 


THE DIAGNOSIS OF RENAL 
TUMORS* 
Dr. Harry RerMan, Jr., M. D.,** 
Wilmington, Del. 

The diagnosis of renal tumors is sometimes 
an easy thing and sometimes most difficult. 
In the vast majority of cases the initial warn- 
ing comes as the presence of blood in urine. 
This may be gross or microscopic, but is usual- 
ly of a painless nature, the complaint being 
that the patient sees blood in his urine but 
has no distress. At times the initial complaint 
is of a mass in the side. These tumors are 
usually large and present the problem of dif- 
ficult surgical removal and small hope of 
cure. At other times there may be a dull pain 
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in the right or left flank which leads to uro- 
logical study and incidental discovery of a 
tumor. An aid to diagnosis is an examina- 
tion of the centrifuged urinary sediment after 
staining by the Papanicolaou technique. The 
diagnosis of renal tumors is eventually made 
by x-ray examination of the urinary tract, 
either by intravenous urography or retograde 
pyelography. Cystoscopy and the retrograde 
pyelogram give the clearest pictures and best 
evidence. A new aid in the diagnosis of renal 
jesions is translumbar arteriography, with 
the injection of radio-opaque dye directly into 
the lumbar aorta. This technique is of partic- 
ular benefit in differentiating large solitary 
eysts of the kidney from renal tumors. 

In the following series of lantern slides I 
would like to show different cases which illus- 
trate the various problems in a diagnosis of 
renal tumor. 

This first slide is a characteristic picture of 
the filling defect and spider web deformity of 
a renal tumor. This was a 55 year old white 
female who complained of gross painless hema- 
turia. Nephrectomy was performed by the 
Nagamatsu technique. 

These next two slides are of large renal 
tumors, each weighing over 1800 grams, which 
caused no symptoms at all until a mass in the 
side was discovered at routine physical ex- 
amination. 

The diagnosis of renal tumor is often con- 
fused with eysts of the kidney, either soli- 
tary or polycystic disease. In this case the im- 
pression on intravenous urography was of 
polycystic disease but retrograde pyelograms 
gave a more complete filling of the renal pe!- 
vis with a more pronounced localized filling 
defect at the upper pole, and the preoper- 
ative diagnosis was renal tumor at the upper 
pole. At operation multiple cysts of the right 
kidney were found and ruptured. 

This next case is an example of too much 
medical vare. A young man of 26 years with 
two bouts of gross painless hematuria. At 
cystoscopy blood was seen coming from the 
right ureteral orifice. He was observed for 
several months, during which time he had 
more or less constant dull right flank pain 
and 20 pounds weight loss. Retrograde pyelog- 
raphy revealed a deformity in the lower 
major calyx of the right kidney, which could 
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be deseribed more as a fuzzy irregularity. 
It was thought that we might have here a 
very early renal tumor. Right nephrectomy 
was done; the pathological diagnosis showed 
no evidence of tumor but papillitis of the 
lower major calyx. 

As with so many medical situations there 
is sometimes no rhyme or reason in the course 
of renal tumors. This 40 year old white male 
had a mass in his side and was operated upon 
for an intestinal complaint. Intravenous urog- 
raphy had been done and was considered 
normal, yet at operation there was a large 
retroperitoneal mass in the right upper quad- 
rant with widespread metastatic carcinoma 
throughout the abdomen. Biopsy of this mass 
revealed hypernephroma (clear cell carcinoma 
of kidney). 

This man whose slide you saw before with 
the huge mass in his side the size of a football 
is now well and happy, working every day, 
and it has been two and a half years since his 
nephrectomy. 

In closing I would like to illustrate some 
of the unfortunate results of complacency 
and carelessness, both on the part of the 
physician and the patient. 

One case is of a 48 year old colored man 
who had gross painless hematuria three years 
before nospital admission. He went to a neigh- 
borhood drug store and got some pills, which 
promptly cleared his hematuria. He returned 
to the hospital three years later, again with 
vross hematuria and a massive tumor filling 
the right upper quadrant. At nephrectomy, a 
large tumor of the lower pole of the right kid- 
ney was discovered which had broken through 
iis capsule and was plastered to the retroperi- 
toneal area. He died three months after 
nephrectomy. 

A second case is of a man who had intermit- 
tent hematuria over a period of two years and 
did not report it to any physician. On routine 
physical examination a large mass was discov- 
ered in the left upper quadrant which on 
study proved to be a massive clear cell ear- 
cinoma of the kidney. Nephrectomy was done 
by the Nagamatsu technique but he died with- 
in six months of extensive metastasis, 

This final case is of a white female aged 55 
who is at the present time in the hospital. At 
nephrectomy (transperitoneal) a large tumor 
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of the left kidney was present. There was 
tumor tissue growing down into the renal vein 
and fastened to the aorta and entire retro- 
peritoneal space. Last July (nine months be- 
fore present hospital admission) she had had 
gross painless hematuria but so confused her 
physician with an indefinite story that a diag- 
nostic D & C was done and nothing was found 
It was felt that she had uterine bleeding from 
some hormonal imbalance and it was not until 
a second bout of gross painless hematuria nine 
months later that urological study revealed 
this large tumor mass. 


PATHOLOGY OF RENAL TUMORS’ 
Norman L. Cannon, M. D.,** 
Wilmington, Del. 

In my medical school ‘‘Text Book of Path- 
ology,’’ Boyd’s 1934, I found his initial state- 
ment about renal tumors to be that ‘‘there is 
no more perplexing chapter in pathology than 
that dealing with tumors of the kidney.’’ He 
proceeds thereupon to deal with this subject 
in merely three and a half pages. He classi- 
fies tumors in four types: (1) the Grawitz 
or hypernephroma; (2) the Wilms’ embry- 
oma; (3) benign tumors, such as fibromas, 
adenomas hamartomas and (4) sarcomas and 
villous papillomas. 

Our concept as to the pathology of renal 
tumor has shifted in the past 20 years to a 
clearer tumor classification, even though we 
are discussing basically the same tumors. Al- 
len in his most recent monograph on the kid- 
ney (1951) devotes 80 pages to tumors of the 
kidney. His classification is much more exten- 
sive and complete and will serve our purposes 
better, since we have more than a few varieties 
tc present later in the clinical side of tonight’s 
presentation. 


According to Ackerman and Regato ap- 
proximately 99% of all solid renal tumors are 
malignant, and 80% of these are adenocar- 
cinoma. These occur most frequently in men 
46 to 55 years of age, and 10 years earlier for 
women. In a series of 402 cases collected by 
Albarran, 227 were in males and 175 in fe- 
males, the left kidney involved more than the 
right in a ratio of 6 to 5. Neoplasms of the 
kidney pelvis make up only 5-10% of all 
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renal tumors. Again, Albarran in a series of 
585 kidney tumors found only 42 originating 
in the renal pelvis. Wilms’ tumors make up 
about 6% of all renal tumors; 80% of these 
occur under the age of 7, and very few after 
the age of 15. Campbell in his ‘‘ Pediatric 
Urology,’’ discussing malignant renal tumors, 
states that carcinoma of the kidney is most 
rare in the young, some ten cases having been 
recorded to date. The Wilms’ tumor is the 
usual renal neoplasm of early life and com- 
prises 20% of all tumors in children, and is 
found in approximately one of every 1500 
children admitted to a pediatric service. Here 
there is no predilection for one kidney or the 
other, or for one sex or the other. This differs 
from adult carcinoma but corresponds to the 
observation made on other congenital lesions. 


The over-all data regarding renal carcinoma 
in its relation to other cancers indicates that 
renal cancer constitutes approximately 1.3% 
of all cancers, and is more frequent in males 
than females. Benign tumors are found in 
about 5% of kidneys. 


CLASSIFICATION OF RENAL Tumors (ALLEN) 


Benign 

Cortical (tubular adenoma) 

Solid 

Cystic 

Fibroma 

Lipoma 

Myxoma 

Angioma 

Lymphangioma 

Hemangiopericytoma 

Leiomyoma 

Mixed tumor with combination of above 
elements: Angiomyolipoma, myxolipoma, 
ete. 

Dysontogenetie rests 

Adrenal cortical rests 

Chondra! and osseous rests 

Dermoid cysts 

Endometrioma 

Malignant 

Adenocarcinoma (tubular) Garwitz tumor; 
hypernephroma 

Wilms’ Tumor 

Fibrosarcoma 

Liposarecoma 

Leiomyosarcoma 
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Angiosarcoma and other compounded sar- 
comas 
Metastatic tumors—Leukemia— Hodgkins 


Tumors of the Renal Pelvis 
Papilloma 
Papillary transitional cell (epidermoid) or 
squamous cell carcinoma 
Non-papillary transitional cell (epider- 
moid) or squamous cell carcinoma 
Mucous Adenocarcinoma 


Tumors of the Renal Capsule 
Fibroma 
Lipoma 
Angioma 
Leiomyoma 
Myxoma 
Tumors with combinations of the above ele- 
ments and their malignant counterpart. 


Except for the parenchymatous adenocar- 
cinomas, the pelvie papillomas and the Wilms’ 
embryoma, the others are either oddities or 
relatively insignificant from the clinical point 
of view. 

CELLULAR PATHOLOGY 

A. Renal Adenocarcinoma. It is now 
reasonably clear that this neoplasm, with pos- 
sibly rare exceptions, arises from the tubular 
epithelium, usually beginning as an ‘‘aden- 
oma,’’ rather than from adrenal rests re- 
siding within the parenchyma of the kidney. 
The qualifying terms granular cell, clear cell, 
spindle cell or hetero-cellular adenocarcinoma 
now often appear artificially and insignifi- 
cantly distinctive. 

The primary renal carcinoma is found in 
any portion of the parenchyma. It may be 
three em. in diameter and lie solely within the 
cortex, or may grow as large as one reported 
weighing 3300 gms. These tumors are usually 
spherical or bosselated, and moderately soft. 
On section they are bright yellow and, 
especially in the larger turaors, mottled with 
deep red hemorrhagic and necrotie areas and 
vray areas of fibrosis. The smaller tumors ap- 
pear deceptively encapsulated. The larger 
ones invade the adjacent parenchyma and 
pararenal tissues and showing partieular pro- 
pensity for entering the renal vein and ex- 
tending in continuity up the inferior vena 
cava to the right heart. (Allen, plates 285 to 
294 illustrating renal adenocarcinoma). The 
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cells frequently resemble tubular epithelium. 
Some of the tumors are made up of clear cells 
with small uniform nuclei and cystoplasm 
containing lipid with vitamin A. The vitamin 
A is demonstrable with fluorescent micro- 
scopy. Other adenocarcinomas have clear cells 
mixed with granular cells, and still others 
have components of virulent spindle cells that 
are truly altered cancer cells, but may be mis- 
taken for sarcoma or a varient of Wilms’ 
tumor. The patterns are as variable as the 
cells and inelude solid, alveolar, papillary, 
tubular and cystie arrangements. Large thin- 
walled sinuses ready to receive invading cells 
are a characteristic feature of this tumor. 
of necrosis, calcification, desmoplasia 
and old and recent hemorrhage vary the pic- 
ture. Prognosis on the basis of cell type is not 
reliable. The size of the tumor is the principal 
factor in prognosis. 

B. Tumors of the Renal Pelvis. These 
tumors can be divided approximately as fol- 
lows: papillomas 30% ; papillary epidermoid 
carcinomas 45% non-papillary carcinomas 
25%. Mucous adenocarcinomas are rare. 
There are two features of tumors of the renal 
pelvis that deserve special emphasis. Papil- 
lary cancer may appear deceptively benign ; 
papillary neoplasms of the renal pelvis are 
commonly associated (from 25% to 50%) 
with similar tumors in the ureter, bladder and 
the other kidney. The reason for this is prob- 
ubly a neoplastic diathesis of the mucosa of 
the urinary tract with multicentric origin of 
the tumors rather than implantation through 
direct or lymphatic seeding. These tumors are 
pathologically similar to papillary cancer of 
the bladder. Microscopic examination shows 
the central portion of the tumor made up of 
a connective tissue axis continuous with the 
submucosal tissue of the pelvis or ureter and 
there may be small strands of smooth muscle 
at the base. The epithelium is transitional in 
type. There is a distinct association with ecal- 
culi and infection, particularly with those 
tumors of the non-papillary type. This tissue 
metastasized through the renal vein and 
lyraphaties thereby worsening the prognosis. 
Approximately 50% of the patients with 
renal papillomas do not survive five years, 
and the prognosis of the remainder of pelvic 
tumors is much worse. The over-all prognosis 
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for tumors of the renal pelvis is therefore far 
worse than for those of the parenchyma. 

C. Wilms’ Tumor. This is an embryoma 
which always arises within the renal sub- 
stance and as it grows the kidney capsule is 
expanded and surrounds the neoplasm for a 
cunsiderable period of time before rupturing. 
Embryomas vary greatly in size; a few are as 
small as a fist; many are as large as a grape- 
fruit; some have the proportions of a foot- 
ball. The growth tends to be spherical or ob- 
long. The external surface is smoothly rounded 
or only slightly lobulated. For the most part 
the neoplasms are solid, though cystic spaces 
and areas of degeneration are common. The 
color is gray to grayish white, but some zones 
may have a pinkish or yellowish tint. The tis- 
sue may be quite firm, or else highly cellular 
and rather soft. On the whole the vascularity 
is poor, but the surface vessels can be quite 
large. The neoplasm tends to be sharply de- 
mareated from the compressed kidney sub- 
stanee by a narrow band of connective tissue, 
but it is impossible to dissect the neoplasm 
away at such a septum. The kidney may retain 
a more or less normal contour, but it is more 
apt to be squeezed into a distorted shape. Like- 
wise, the kidney pelvis may be narrowed, 
elongated, or otherwise deformed. Tumor tis- 
sue may project into the renal pelvis, but in 
the great majority of cases it does not do so. 
The tumor metastasized either by invasion of 
the renal vein or of the retroperitoneal region- 
al lymphaties. 

Histologic Features: Microscopie examina- 
tion shows tissues of many types. Epithelial 
cells predominate and vary from sheets of 
rapidly growing embryomatous elements to 
more or less well-differentiated epithelial- 
lined spaces which are often reminiscent of 
renal tubules. Connective-tissue structures are 
always found to some extent, and indeed they 
dominate the picture in some specimens. 
Smooth muscle and immature or even fully 
developed striated muscle are commonly ob- 
served. Small bits of bone and cartilage may 
be found. The preservation may be good, but 
hemorrhage and degenerative changes are 
common, Careful microscopic examination 
may shows nests of cells within blood vessels. 

Prognosis on Basis of Pathologic Findings: 
A great deal of time has been spent at the 
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Children’s Hospital Department of Pathology, 
Boston, in an effort to classify their embry- 
omas in subdivisions, with the hope of es- 
tablishing the prognosis in a given case from 
the histologic findings of the specimen which 
has been surgically removed. The studies to 
date have been fruitless, and they are con- 
vineed that nothing is to be gained from sub- 
classifying the embryomas. However, a thor- 
ough examination of the specimen gives some 
important information to the surgeon. Ex- 
tensive hemorrhage and necrosis, rupture of 
the capsule, extension of tumor through the 
capsule, or invasion of renal veins are all find- 
ings of almost certain fatal import. The ab- 
sence of all of these changes does not neces- 
sarily mean that the outlook will be excellent, 
beeause cells may have broken into the blood 
stream before or during the operation and no 
evidence of this propagation can be detected 
by the pathologist. The size of a tumor is no 
measure of its capability for setting up metas- 
tases. A large growth which completely fills 
the flank may be followed by a permanent 
eure, whereas two of their smallest tumors 
had renal veins blocked with tumor cells at 
the time of operation. 


The Wilms’ tumor ean then be character- 
ized by: (1) occurrence in the early years of 
life; (2) a variegated histology ; (3) complete 
encapsulation for an undetermined length of 
time before its membrane is broken; (4) a 
very high degree of malignancy; (5) com- 
mon occurrence of hemorrhage and necrosis; 
(6) a tendency to reach a large size before 
metastases occur; (7) dissemination by way 
of the regional lymphatics or by blood stream 
invasion. 

METASTATIC CHARACTER 

The tendency of adenocarcinomas to metas- 
tasize is directly related to their size. In a 
series of 149 cases reported by Bell, 66 of 84 
measuring over 5 em. showed metastases, and 
only 5 of 65 measuring 5 em. or less had 
metastasized. Adenocarcinomas spread pre- 
dominantly by vessel invasion. They can reach 
veins either by growing toward the hilum or 
by piercing the capsule and contacting the 
veins in the perirenal tissue. Thus do adeno- 
carcinomas spread to the lungs, where they 
grow luxuriantly and form innumerable 


: 
: 
: 
i 
: ae 
i 
+ 


Fesruary, 1954 


spherical nodules. These adenocarcinomas 
commonly metastasize to bones. Continuous 
tumor thrombi from the renal vein to the right 
auricle do occur. Lymphnode metastases are 
much less frequent than in a Wilms’ tumor. 
In Wilms’ tumor metastases are commonly 
found within the lungs, liver, brain and re- 
gional lymph nodes; this spread is also mainly 
by veins. The ulcerating epidermoid carci- 
nomas quickly metastasize to regional lymph 
nodes and distant metastases are almost al- 
ways present when the tumor is first seen. 
Papillary carcinomas are slow to metastasize 
and only infrequently show distant spread. 
Death usually occurs due to recurrence of the 
tumor or kidney infection. 


Finally, I would like to stress the following 
points: (1) We are dealing with a statistically 
small group of malignancies which have to 
date a terribly high lethal end-result. (2) The 
main tumor is the renal adenocarcinoma, 
which in its variety of cellular growth may 
be difficult to classify. This is a tumor of 
adult life. The term adenocarcinoma should 
replace the old word ‘‘hypernephroma’’ since 
there is no good evidence for the theory that 
these originate from adrenal rests. (3) Wilms’ 
tumors are practically always found in chil- 
dren and rarely above the age of 15, although 
a few cases in older patients have been re- 
ported. (4) The tumors of the renal pelvis, 
whether papillary or non-papillary, are all 
malignant and carry a poorer prognosis than 
both their bladder counterparts and the solid 
tumors of the renal parenchyma. These pelvic 
tumors also are associated in a large percent- 
age of cases with renal infection and renal 
ealeuli. (5) The other tumors, about which I 
have said very little, are clinically insignif- 
icant, although pathologically extremely fas- 
cinating since they involve the kidney in some 
relation with maany disease processes in the 
body. The possible relationships between 
renal lipomata and fat metabolism, renal 
hemangiomas with vascular diseases, en- 
dometriosis of the kidney and endometriosis 
elsewhere, hamartomas associated with tuber- 
ous sclerosis, adenomas with Lindau’s 
disease (angiomas of the retina and cere- 
bellum), leukemic infiltration associated 
with tuberous sclerosis, adenomas with Lin- 
comas with primary disease beginning else- 
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where, provide endless avenues for specula- 
tion and investigation. Renal tumors, like 
malignant tumors elsewhere in the body, pre- 
sent a considerable challenge primarily in the 
field of detection. In the light of our present 
knowledge it is only by early diagnosis that 
an opportunity to treat and cure is possible. 
It would be helpful to the urologist if out of 
studies being made of the pathology of these 
tumors some increased prognostic significance 
could be obtained. 


THE TREATMENT OF RENAL 
TUMORS’ 
JosePpH R. Beck, M. D.,** 
Wilmington, Del. 


The treatment of renal tumor is nephree- 
tomy, after the diagnosis is made, provided 
the patient has another kidney capable of 
sustaining life. The method of nephrectomy 
depends upon the skill and experience of the 
surgeon performing :t. Kach man uses the 
approach best suited for him, keeping the 
welfare of the patient in mind. Survival rates 
are about the same no matter what method of 
approach is used. Early ligation of the renal 
pedicle, with as complete removal of the peri- 
renal fat as possible and gentleness in hand- 
ling the kidney, is required regardless of the 
approach. 

The Nagamatsu or dorsolumbar flap in- 
cision, which you will see demonstrated by a 
motion picture made here in Wilmington, is a 
relatively new method of approach. It ap- 
pears to have several advantages over the 
transthoracic route. The transabdominal ap- 
proach may be very useful when the tumor is 


of very large size. The Sweetser incision, 


which is a conventional kidney incision car- 
ried forward through the rectus muscle and 
then upward along the medial border of the 
rectus, may be very helpful in obtaining ex- 
posure where large tumors are concerned. 
With this incision the patient is lying on his 
side and the peritoneum is not opened. 

The nine most common kidney incisions are : 
(1) the usual oblique kidney incision; (2) 
the transverse flank incision; (3) the vertical 
transperitoneal incision ; (4) Sloan’s incision ; 
(5) Young’s incision; (6) Cabot’s incision; 


*Symposium on Renal Tumors, Wilmington Gener Hos- 
logical Services 

** Associate, ro al » Wilmington Gener 
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(7) Sweetser’s incision; (8) the trans-thor- 
acie approach; and (9) the dorsolumbar flap 
incision. 

N. ©. Foot, G. A. Humphreys and W. F. 
Whitmore (Cornell University) studied and 
classified 295 cases of kidney tumor. ‘‘Of 85 
patients with renal cell carcinoma treated by 
nephrectomy 38% were alive 5 years later. 
4 with proved metastases before operation did 
not survive 3 years, and of 40 with renal cell 
carcinoma 22% were alive 10 years after 
nephrectomy. A few patients in whom metas- 
tasis developed postoperatively survived 
many months, some receiving palliative x-ray 
therapy. Survival beyond 5 years does not 
imply cure, since these tumors grow slowly 
and often require 10 years of observation for 
evaluation of prognosis.’’ 


C. E. Burford, J. E. Glenn and E. H. Bur- 
ford (Washington University) followed 110 
patients for more than six months. ‘‘The 
treatment of choice in their opinion was neph- 
rectomy with postoperative deep x-rays for 
hypernephromas and pre- and postoperative 
deep x-rays for Wilms’ tumor which was 7.3% 
in their series. Nephroureterectomy was 
used for intrapelvie tumors.’’ 


SuMMARY: Nephrectomy is the treatment 
of choice in renal tumors, followed by x-ray 
treatment. In Wilms’ tumor preoperative as 
well as postoperative x-ray treatment may 
be given. 


REFERENCES 
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Retroperitoneal Tumors, J. Urol. 57: 651, 1947. 
Dorsolumbar Fiap Incision in Urologic Surgery, J. 
Urol. 67: June, 1952. 
The Year Book of Urology, 1951, M. A. 48: 
17-19, Jan. 1961, J. Urol. 66: 190-800, a 1951). 


$9200 For A Medical Diploma 


Medical college training in America costs 
approximately $9,200 today. That’s what the 
average student spends for four years in med- 
ical school, according to a report published in 
the February issue of the Journal of MepicaL 
EDUCATION, 

The study, by John M. Stalnaker and Sarah 
Counts of the Association of American Med- 
ical Colleges, was based on questionnaires 
sent to students at 26 medical schools through- 
out the country. The $9,200 does not cover 
the cost of premedical training, interneship 
and residency training, or the cost to the 
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young physician of setting himself up in prac- 
tice. 

One-third of the 6251 students who an- 
swered expect to be in debt when they grad- 
uate from medical sehool, to the tune of ap- 
proximately $3500. Most of the students 
showed reluctance to borrow money from 
their parents, but 95 per cent reported that 
they could obtain money for emergency ex- 
pense from various sources. 

About half (48 per cent) of the students 
who replied are single and living away from 
home. Most of the money for medical educa- 
tion for the single student comes from his 
parents, while the married student is support- 
ed largely by the earnings of his wife. In- 
come for the students varies widely, with an 
average of $2450. Vacation earnings con- 
tribute only a small amount, a median of $550. 

The fathers of about one half of the med- 
ical students participating in the survey are 
engaged in professional, executive or man- 
agerial occupations, with 10 per cent of the 
group being sons of physicians. Parents’ an- 
nual income averaged $7000. 

The study was undertaken to provide fact- 
ual data for students interested in medicine, 
for their parents and their college advisors. 


American Medical Association Dues 
Reference Committee on Amendments to 
the Constitution and Bylaws. 
‘*The Committee has considered that por- 
tion of the report of the secretary on payment 
of back dues which is found on Page 33 of 
the Handbook. This refers to a resolution pre- 
sented to the House of Delegates in June 1953 
by George A. Earl of Minnesota concerning 
the payment of membership dues. This Com- 
mittee presents a substitute resolution as foi- 

lows: 


‘RESOLVED, that any active member of 
the American Medical Association who 
failed to pay dues for the year 1950, and 
who was suspended for such delinquency, 
may be reinstated during the first six 
months of 1954 by payment of 1954 dues 
only. 

Should such an individual fail to pay 
his 1954 dues by July 1, 1954, he shall 
continue to be considered delinquent.’ ’’ 


ie 
4 
: 
He 
a 
& 
. 
. 


FEBRUARY, 1954 


DELAWARE STATE MEpICAL JOURNAL 47 


+ Editorials + 


DELAWARE STATE 
MEDICAL JOURNAL 


Owned and published by the Medical Society of Delaware, 
a scientific society, non-profit corporation. Issued on 
the fifteenth of each month under the supervision of 
the Committee on Publication. 


W. Epwtn Brrp, M. D. Editor 
822 North American Building 


NorMAN L. CANNON, M. D. Associate Editor 
1208 Delaware Avenue 


M. A. TARUMIANZ, M. D. ............... Assoc. & Managing Editor 
Farnhurst, Del. 

Articles are accepted for publication on condition that 
they are contributed solely to this JoURNAL. Manuscripts 
must be typewritten, double spaced, with wide margins, 
and the original copy submitted. Photographs and 
drawing for illustrations must be carefully marked and 
show clearly what is intended. 

Footnotes and bibliographies should conform to the style 
of the Quarterly Cumulative Index Medicus, published 
by the American Medical Association, Chicago. 

Changes in manuscript after an article has been set 
in type will be charged to the author. THE JOURNAL, 
pays only part of the cost of tables and illustrations. Un- 
used manuscripts will not be returned unless return post- 
age is forwarded. Reprints may be obtained at cost, pro- 
vided request is made of the printers before publication. 

The right is reserved to reject material submitted for 
publication. THE JOURNAL is not responsible for views 
expressed in any article signed by the author. 

All advertisements are received subject to the approval 
of the Council on Pharmacy and Chemistry of the A.M.A. 
Advertising forms close the 25th of the preceding month. 
_ Matter appearing in THE JOURNAL is covered by copy- 
right. As a rule, no objection will be made to its repro- 
duction in reputable medical journals, if proper credit 
is given. 

Subscription price: $4.00 per annum, in advance. 


Single copies, 50 cents. Foreign countries: $5.00 per 
annum. 
Vou. 26 Frepruary, 1954 Vou. 2 


Tue A. M. E. F. 


The annual solicitation for funds for the 
medical schools by the American Medical 
Education Foundation is beginning all over 
the United States. Last year the physicians 
of the country gave, through the A. M. E. F., 
one million dollars. This must be doubled in 
1954 if the present quality of instruction is 
to be maintained. 


Industry is more and more interested as it 
sees how the doctors respond. Big business 
donated to our medical schools $600,000 in 
1951; $700,000 in 1952; and last year 1,000 
firms gave $1,300,000. When corperations 
are asked to give, they ask four questions: 
(1) What is the benefit to our company? 
(2) Is there a real need? (3) Are we al- 


lowed to give? (4) Don’t the doctors con- 
tribute to their schools? It is their problem. 
Let 200,000 of them give $50 each and you 
will have your 10 million. 


It is a fact that a lot of our members give 
directly in addition to what the A. M. E. F. 
collects, but so does industry. Many a cor- 
poration gives directly to local hospitals, to 
special research funds, and to medical school 
building programs, but the real need lies in 
maintaining and improving the present good 
quality of instruction. 


You probably do not know that the U. 8. 
Government gives 22 million dollars annually 
for special research and specifies that it be 
spent for specific programs. (See THE 
JOURNAL, January, 1954, page 26.) However, 
each school has to have extra money to follow- 
through with this research. It really costs 
the medical school money and they do not 
have the money. 


If the government takes over the medical 
schools entirely, (1) all other sources of in- 
come to the schools will stop. What the Con- 
gress gives will be all that they will get. 
(2) The amount allotted to each school will 
vary from year to year, depending upon who 
is elected to Congress. And, (3) the govern- 
ment will then also say who can go to medical 
school and who can not, and will say what 
the graduates shall and shall not do, forever 
afterwards. 


The aim of the A. M. E. F. is to keep the 
medical schools free, solvent, and progressive. 


Papers WANTED 
The program for the next meeting of the 
Medical Society of Delaware, Dover, October 
11-13, 1954, is now being prepared. Mem- 
bers who wish to present papers at this meet- 
ing should contact the Executive Secretary 
promptly, giving the title and a fifty word 

abstract of the proposed paper. 
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THE MONTH IN WASHINGTON 

Washington, D. C., Feb. 9—Some parts of 
the Eisenhower administration’s broad health 
program are making good progress on Capitol 
Hill, while others are virtually standing still 
or bogged down in the technical complications 
that are always a threat to new legislation. 
Well ahead of the other proposals, and pos- 
sibly destined for enactment, are bills to 
broaden the scope of the Hill-Burton hospital 
construction law and to liberalize income tax 
deductions for medical expenses. 

The House Interstate and Foreign Com- 
merce Committee, under chairmanship of Rep. 
Charles Wolverton (R., N.J.), wound up its 
long fact-finding study of voluntary health 
insurance plans and immediately started hear- 
ings on the Hill-Burton changes. The purpose 
is to amend the Hill-Burton law so that it can 
be used to disburse federal grants to states 
for construction of health facilities that do 
not qualify as ‘‘hospitals.’’ The administra- 
tion is anxious to stimulate the building of 
more nursing homes, hospitals for the chron- 
ically ill, diagnostic or treatment center, and 
rehabilitation facilities. 

An initial appropriation of $2 million would 
be authorized for surveys and planning, and 
$60 million annually for three years of con- 
struction. Per capita income as well as popu- 
lation would be used to determine a state’s 
share, as under the present Hill-Burton pro- 
gram. 

At the House hearing, crowded into two 
days, the construction program was indorsed 
at least in principle by every witness, except 
the representative of the American Associ- 
ation of Nursing Homes. Because the program 
is limited to non-profit sponsors, members of 
this group could not receive grants. Their 
spokesman said long-term loans through the 
Small Business Administration would help 
solve their problem. 

American Medical Association recommend- 
ed passage of the bill, but urged that facilities: 
for the chronically ill and the handicapped be 
‘* part of or near a conventional hospital,’’ and 
that facilities of all types be open to the entire 
community without discrimination, as in the 
present Hill-Burton law. (It is likely hearings 
also will be held on this legislation in the Sen- 
ate. ) 
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The House Ways and Means Committee, 
meanwhile, was giving its approval to a new 
income tax provision that would allow the 
deduction of medical expenses if they exceed 
3% of adjusted gross income, rather than 5% 
under present law. The present maximum lim- 
itation would be doubled, and the deduction 
cf travel expenses allowed where travel is pre- 
scribed by a physician. These changes—a long- 
time AMA goal—are embodied in the omnibus 
tax readjustment bill. 

President Eisenhower’s proposal for fed- 
eral reinsurance of voluntary health plans 
has not been able to follow the steady course 
on which it first appeared to be embarked. At 
the House hearings, none of the spokesmen for 
the large organizations in the health fields— 
AMA, Blue Cross and Shield, American Hos- 
pital Association—was willing to indorse the 
plan. Like the AMA spokesmen, most of them 
wanted first to examine the actual administra- 
tion bill, which at that time had not been in- 
troduced. From the Blue Cross, however, came 
a suggestion that the idea be tried out ex- 
perimentally. 

Spokesmen for national labor organizations 
expressed mixed reactions, with some main- 
taining that reinsurance was a poor substitute 
for what they believe the country really needs 
—national compulsory health insurance. 

The administration’s health budget for the 
next fiscal year, starting next July 1, calls for 
a slight overall reduction. The regular Hill- 
Burton program, currenty operating on $65 
million, would get $50 million (any appropri- 
ation to start the proposed expanded construc- 
tion would be in addition). Relatively sharp 
reductions would be made in funds for 
venereal, tuberculosis and communicable dis- 
ease control, in line with policy of shifting 
this responsibility to the states. The various 
research institutes would receive about what 
they are now spending. 

One of the few new items is for $7.8 mil- 
lion, estimated as necessary for the extra cost 
of enlarging the federal program of vocational 
rehabilitation. Legislation authorizing the ex- 
pansion is awaiting Congressional action. The 
administration hopes gradually to increase 
the number of persons rehabilitated annually 
trom the current 60,000 to 200,000. While the 
program is being stepped up, one of its goals 
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would be to induce states to increase their 
spending until eventually their appropriations 
match the federal. Like most of the Presi- 
dent’s health program, the rehabilitation ef- 
fort has the support of the AMA. 

Conferences between AMA officials and 
administration leaders are continuing. Latest 
sessions were with Secretary Hobby, concern- 
ing her department’s legislative plans; with 
VA Administrator H. V. Higley, on treatment 
of non-service connected cases; and with 
Adm. Arthur W. Radford, chairman of the 
Joint Chiefs of Staff, Dr. Frank Berry, 
Assistant Defense Secretary for health and 
medical matters, and Dr. Howard A. Rusk, 
chairman of the Health Resources Advisory 
Committee, on medical care for military de- 
pendents. Representing the AMA at one or 
more of the meetings were Drs. Walter B. 
Martin, David B. Allman, Gunnar Gunder- 
sen, Louis Orr, James ©. Sargent, W. L. 
Crawford, George F. Lull, Ernest B. Howard 
and Frank E. Wilson. 

Earlier, AMA representatives talked over 
legislation with President Eisenhower at the 
White House. 

OBITUARY 


E. Posries, M.D. 

Dr. Wilbur E. Postles, a practicing physi- 
cian in Wilmington for over 49 years, died 
on February 5, 1954, shortly after being 
stricken at his home, with a cerebral hemor- 
rhage, aged 79. The veteran physician had 
planned to retire next December on comple- 
tion of a half century in the medical profes- 
sion. His office always had been located at 
his home on Market Street. 

Born near Frederica, Dr. Postles was grad- 
uated from Wesley College, Dover, and the 
Hahnemann Medical College, Philadelphia, in 
1904. He set up his practice in Wilmington 
and had remained here. He was regarded 
in the upper Market 


as ‘‘an institution 
Street neighborhood. 

Dr. Postles was a member of the Memorial 
Hospital staff, the New Castle County Medi- 
cal Society, the Medical Society of Delaware, 
and the American Medical Association, He 
also was active in Masonic lodges and had 
been presented with a life membership in 


Oriental Lodge, A. F. and A.M. He also 
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belonged to St. John’s Chapter, No. 4, RAM; 
St. John’s Commandery, and Lu Lu Temple 
of the Shrine. He was an extensive traveler. 

Surviving are his wife, Mrs. Mildred B. 
Postles; a daughter, Mrs. Audrey W. Allen, 
Pomona, Calif.; a niece, Mrs. George R. 
Miller, Jr., wife of the superintendent of the 
State Department of Public Sehools, and 
three grandchildren. 

The funeral was held on February 9, 1954, 
with interment at Barratt’s Chapel, near 
I’rederica. 

BOOK REVIEWS 


Respiratory Diseases and Allergy. By 
Josef S. Smal, M.D. Pp. 80. Cloth. Price, 
$2.75. New York: Medical Library Com- 
pany, 1953. 


The author describes his method of treat- 
ing respiratory diseases and allergy as a new 
approach. He states that all of the upper 
respiratory diseases are due to allergy only 
and not due to acute contagious attacks caused 
hy newly-implanted virulent organisms. He 
refers to these diseases as ‘‘respirallergy.’’ 
The new treatment consist of giving the pa- 
tient three stock vaccines separately, that is, 
(1) ragweed; (2) dust; (3) eatarrhal vac- 
cine. The routine schedule of dosage is out- 
lined. The limitation of the common food 
offenders (milk, cream, cheese, and sugar) is 
part of the treatment. Cortone is prescribed 
for severe cases, and other symptomatic drugs 
are employed. 

Infectious diseases of the respiratory tract 
are described briefly in a general way and 
should be checked with present-day litera- 
ture for detailed treatment. 

This little book is well written although 
it has considerable repetition. It contains no 
scientific evidence and, as the author admits, 
his results are based on his own practical 
experience, 

The book is worth having if for no other 
reason than the emphatic and convincing way 
in which the author succeeds in making the 
physician allergy-minded in all respiratory 
diseases, 


The Nursing Mother. By Frank Howard 
Richardson, M.D. Pp. 204. Cloth. Price, 
$2.95. New York: Prentice Hall, Inc., 1953. 


It seems that interest in ‘‘returning back 
to nature’’ is being revived in breast feed- 
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ing. This is not only justified by the superior 
results noted in the growth and nutrition of 
nursing babies, but it is also important from 
the standpoint of the deeper affection which 
results from the closer association of mother 
and child. 

No one can deny that cows produce a nu- 
tritious milk but it must also be admitted that 
the human elements, such as antibodies, min- 
erals, enzymes, hormones, and other factors 
known and unknown, are unquestionably su- 
perior in the human milk. 


The last chapter consists of questions fre- 
auently asked by expectant mothers. The 
unswers are clear and concise. An index 
adds to the practical value of this book as a 
reference. It is a very informative and ex- 
cellently written book for the medical pro- 
fession and for parents. 


Living With a Disability. By Howard A. 
Rusk, M.D., and Eugene J. Taylor, in col- 
laboration with Muriel Zimmerman, O. T. R. 
and Julia Judson, M.S. Pp. 207. Cloth. 
Price, $3.50. Garden City, New York: The 
Blakiston Company, 1953. 


Dr. Rusk and his associates have revolu- 
tionized the care of the handicapped. The 
disabled person is taught to realize that he 
can become independent with training and 
mechanical aids. 

This book is richly illustrated with photo- 
graphs of numerous practical devices which 
will help persons with all degrees of dis- 
ability. 

Working situations for the disabled person 
are illustrated so that life can really be made 
useful at home, in the office, and in the shop. 

All physicians, disabled persons, and those 
who are interested in rehabilitation should 
have a copy of this book. 


Fool’s Haven. By C. C. Cawley. Pp. 210. 
Cloth. Price $2.75. Boston. House of Eden- 
boro, 1953. 


This interesting novel attempts to empha- 
size the problem of faith healing and its dam- 
aging effect in indirectly causing the death 
of a child because of neglect on the part of 
the parent or guardian in failing to call for 
medical aid. 

The plot revolves about a mother who bases 
her reliance on prayer instead of doctors, be- 
cause doctors had failed to save her husband’s 
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life and that a neighbor’s son died after an 
operation for appendicitis. The facts that 
her husband’s disease was incurable and that 
the neighbor’s son had not been given medi- 
eal attention until too late are not considered 
as important. 

The pastor of her church, a self-ordained 
minister with a questionable reputation, ob- 
tains her confidence and she places herself 
and her family in his hands and those of the 
chureh elders. Her daughter dies of a rup- 
tured appendix which resulted after several 
uttacks were ‘‘healed’’ by prayer. The moth- 
er was tried and convicted of manslaughter 
but her pastor, who had convinced the mother 
to keep the girl away from medical attention, 
was found not guilty as the law did not re- 
gard him as having any legal obligation to 
provide medical care for the girl. However, 
he emphatically stated to a relative of the 
mother that ‘‘Mrs. Dunn and her daughter 
Carol have turned to the Greatest Physician 
of all. You can have God or you ean have a 
doctor, but when you go to a doctor, it only 
shows that you do not, after all, have complete 
faith in God and in prayer. You cannot have 
both God and a doetor.’’ 

The author brings out a very important 
issue for which only the church and the medi- 
cal profession can recommend legislation to 
enlighten these misinformed people who con- 
fuse religion with scientific improvements in 
cur daily living. Certainly the many denomi- 
national hospitals operated by the several 
well-recognized churches are not in error 
when they combine prayer and all scientific 
knowledge to help suffering humanity. 

It is true that death will come sooner or 
later, and it is also true that medical science 
does not save every sick person but that is 
no reason why we should revert to the dark 
ages when life expectancy was only a few 
years in comparison to the 69 years of today. 
We would like to agree with religion, that. it 
has been because of the prayer and the divine 
powers given to scientists that all of the many 
comforts and improvements in our daily liv- 
ing have been made. 

The author of this book and the publish- 
ing company should be congratulated for their 
foresight and courage in bringing this subject 
of faith healing to the attention of the people. 
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PRESIDENT, Hewitt W. Smith, Harrington 
PRESIDENT-ELEcT, Lewis B. Flinn, Wilmington SECRETARY, Norman L. Cannon, Wilmington 
Vice-PRESIDENT, Glenn M. Van Valkenburgh, Georgetown TREASURER, Charles Levy. Wilmington 
EXECUTIVE SECRETARY, W. Edwin Bird, M.D., 822 N. American Bldg., Wilmington 
AMERICAN MEDICAL ASSOCIATION (1955) DeLegatse: H. T. McGuire, New Castle. ALTERNATE: Bruce Barnes, Seaford. 


L. C. MeGee, Wilmington A. H. Williams, Laurel C. J. Prickett, Smyrna ‘ 
R. W. Comegys, Clayton J. B. Baker. Milford J. Niles, Middletown 
N. L. Cannon, Wilmington L. L. Fitchett, Milford H. W. Smith, Harrington " 
R. O. Y. Warren, Wilmington Bruce Barnes, Seaford " 
J. W. Maroney, Wilmington R. H. Beckert, Bridgeville a 
MEDICAL EDUCATION 
‘MENTAL HEALTH VOCATIONAL REHABILITATION 
H. V. P. Wilson, Dover M. A. Tdramianz, Farnhurst E. L. Stambaugh, Lewes 
A. L. Ingram, Wilmington G. A. Beatty, Wilmington 
H. W. Geyer. Milford I. M. Flinn, Wilmington 
PUBLICATION F. A. Freyhan, Farnhurst T. B. Strange, Wilmington 
W. E. Bird, Wilmington J. B. Waples, Jr., Georgetown H, Laggner, Smyrna 
M. A. Tarumianz, _Farnhurst 
N. L. Cannon, Wilmington HEART DISEASE ApVISORY, CURATIVE WORKSHOP 
E. R. Miller, Wilmington 1954-56 
: ‘ . Krieger, ilmington ‘ . Briggs, Wilmington 
~ J. L. Fox, Seaford C. F. Richards, Wilmington 
E. R. Mayerberg, Wilmington F. R. Everett, Dover P. D. Gordy, Wilmington 
. L. Hudson, Dover 
Jemes Beste, Lawes DIABETES J. B. Baker, Milford 
L. B. Flinn, Wilmington J. L. Fox, Seaford 
BUDGET Aitken, limingten L. Stambaugh, Lewes 
Charles Levy, Wilmington arles Levy, Wilmington 
, E. H. Mercer Dover 
J. B. Baker, Milford Fees WELFARE 
E. H. Mercer, Dover 
. R. Crutechley, Middletown 
Meret, ARTHRITIS J. W. Lynch, Seaford 
A. J. Heather, Wilmington 
I. M. Flinn, Wilmington 
SPECIAL COMMITTEES A. R. Shands, Wilmington Am. Mep. Epvuc. Fopw. 
H. G. Neese, Wyoming C. L. Hudiburg, Wilmington 
E. L. Stambaugh, Lewes F. 8S. Hassler, Wilmington 
ApVISORY, WOMAN'S AUXILIARY G. O. Poole, Wilmington 
R. W. Murray, Wilmington C. F. Richards, Wilmington 
W. F. Preston, Wilmington MEDICAL SERVICE AND PUBLIC S. H. Stradley, Wilmington 
S. W. Rennie, Wilmington RELATIONS 
A. R. Crutchley, Middletown KE. R. Mayerberg, Wilmington 
J. R. Elliott, Laurel W. O. LaMotte, Sr., Wilmington HOSPITAL-PHYSICIAN RELATIONSHIPS 
W. M. Pierson, Wilmington C. E. Wagner, Wilmington 
A. R. Shands, Wilmington L. B. Flinn, Wilmington 
CANCER J. 8. MeDaniel, Sr., Dover J. W. Howard, Wilmington 
D. M. Gay, Wilmington H. V. P. Wilson, Dover J. 8. MeDaniel, Sr., Dover 
J. V. Casella, Wilnington L. M. Dobson, Milford J. B. Waples, Georgetown 
R. W. Frelick, Wilmington J. W. Lynch, Seaford 
E. G. Laird, Wilmington J. E. Marvil, Laurel 
H. 8. Rafal, GRIEVANCE BOARD 
Cc. J. Prickett, Smyrna C. E. Wagner, Wilmington 
R. R. Layton, Dever MILITARY AND VETERANS AFFAIRS . L Gaismen, Sr., Wilmington 
James Beebe, Sr., Lewes R. W. Murray, Wilmington J. D. Niles, Middletown 
Kaden Tierney, Milford J. W. Alden, Wilmington I. J. MaeCollum, Wyoming 
A. J. Heather, Wilmington James Beebe, Sr., Lewes 


REPRESENTATIVE TO DELAWARE ACADEMY OF MepiciIne, W. O. LaMotte, Sr., Wilmington 


STANDING COMMITTEES 


ScIENTIFIC WORK 


SPECIAL COMMITTEES 


MATERNAL & INFANT MORTALITY 


C. F. Richards, Wilmington 
TUBERCULOSIS H. A. Tarrant, Wilmington 
G. A. Beatty, Wilmington 
L. B. Flinn, Wilmington 
L. C. MeGee, Wilmington NATIONAL EMERGENCY MEDICAL 
J. M. Messick, Wilmington SERVICE 
L. D. Phillips, Wilmington J. R. Beck, Wilmington 
F. R. Everett, Dover Cc. L. unson, Wilmington 
C. J. Prickett, Smyrna W. F. Preston, Wilmington 
William Marshall, Jr., Milford S. H. Stradley, Wilmington 


C. M. Moyer, Laurel 


W. M. Johnson, Newark 


AUXILIAR Y—1953-54 


SPECIAL COMMITTEES 


RURAL MEDICAL SERVICE 


Mrs. A. R. Crutcuuey, President, Middletown 
Mrs. G. A. Berarry, President-elect, Wilmington 
Mrs. L. L. Firenerr, Treasurer, Milford Mrs. 8. W. BarTrosuesky, Corresponding Secretary, Wilmington 


Mrs. I. L. CutrpmMan, JRn., Recording Secretary, Wilmington 
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1954 COUNTY & MISCELLANEOUS DIRECTORY 


NEW CASTLE COUNTY MEDICAL 
SOCIETY 


Meets Third Tuesday 


A. SuHanps, Jn., President 

N. L. President-elect 
CHARLES Levy, Vice-President 
CATHERINE P. JONNBON Secretary 
CC, M. Bancrort, Treasurer 

E. ©. LL.D., Executive 

Secretary 

Councilors : L. C. MeGee (1954), 
J. ©. (1955), R. B. Thomas 
(1956 

aces (1954): L. V. Anderson, 
J. W. Barnhart, N. L. Cannon, A. R. 
Crutchley, J. A. Giles, A. L. Heck, 
Catherine P. Johnson, W. W. Lattomus, 
©. T. Lawrence, Jr., Charlies Levy, M. 
B. Pennington, A. R. Shands, Jr., O. 
N. Stern, 8. H. Stradley, Jr. 

Alternates (1954): R. E. Allen, 
T. HM. Baker, W. L. Bailey, J. M. 
Barsky, Jr, WwW. W. Briggs, Italo Char- 
mella, J. A. Chrzanowski, A. J. Flem- 
ing, F. J. Gilday, F. A. Jones, D. L. 
MacKelcan, T. BE. Resnick, F. 8. Skura, 
H. A. Tarrant. 

Delegates (1955): J. W. Alden, 
Jr., E. M. Bohan, 8. W. Casscells, 
I. L. Chipman, Jr., Marjorie E. Con- 
rad, N. L. Cutler, E. F. Fantazier, 


Lee, H. T. McGuire, W. M. Pierson, 
8S. W. Rennie, C. F. Richards, H. H. 


Alternates (1955): CC. R. Donoho, 
J. F. Pianders, Mildred B. Forman, 
R. W. Frelick, P. D. Gordy, T. V. 
Hynes, E. N. Johnson, D. J. King, V. 
deP. Maguire, A. J. Morris, P. J. 
Olivere, T. H. Pennock, G. O. Poole, 
H. 8. Rafal, EF. J. Szatkowski. 

Board of Directora: A. R. Shands, 
Jr. (1954), N. L. Cutler (1954), Cath 
erine P. Johnson (1954), C. M. Ban- 
croft (1954), Vv. D. Washburn 
(1954), W. W. Lattomus (1955), 8. 
W. Rennie (1956). 


Woman's Auxiliary 

Mrs. P. D. Gorpy, President; Mas. 
J. W. Howarp, President-elect; Mra. 
D. L.. MacKeucan, Vice-President; 
Mrs. JAMES AIKINS, Recording Sec- 
retary; Mra. 1. L. CuipmMan, JR., Cor- 
responding Secretary; Mrs. E. 
Srencer, Treasurer. 


MEDICAL COUNCIL OF DELAWARE 


How. CHARLES 8. RicHarps, Presi- 
dent, Georgetown. 

Joseru 8. McCDANIEL, 8r., Secretary. 

Dover. 

WALLACE M. JOHNSON, Newark. 


BOARD OF MEDICAL EXAMINERS 


J. 8. MeDaniel, Sr., President-Secre- 
tary, Dover; H. V. P. Wilson, Aassia- 
tant Secretary, Dover; W. E. Bird, 
Wilmington; J. E. Marvil, Laurel; G. 
A. Beatty, Wilmington. 


BOARD OF HOMEOPATHIC 
EXAMINERS 


W. M. Johnson, President, Newark; 
A. K. Lotz, Secretary, Wilmington; J. 
C. Pierson, Wilmington; F. E. Spencer, 
Wilmington; C. E. Maroney, Wilming- 
ton. 


KENT COUNTY MEDICAL 
SOCIETY 


Meets Second Tuesday 


H. G. President, Wyoming. 
J. R. Fox, Vice-President, Dover. 
J. POULAK, Secretary-Treasurer, 
Dover. 
Councillors: W.C. Pritchard (1955), 
Dover; E. H. Mercer (1956), Dover. 
Delegates: H. G. Neese (1954), Wy- 
oming; B. F. Burton (1955), Dover. 
Alternates: R. W. Comegys (1954), 
Clayton. 
Women’s Auziliary 
Mrs. R. W. Comercys, President, 
Clayton; Mra. J. 8. McDANIEL, Sr., 
Secretary-Treasurer, Dover. 


DELAWARE ACADEMY OF 
MEDICINE 


Vv. D. Wasusurn, M.D., President. 
A. R. SHANDS, M.D., Firat Vice- 

President 
ABRAHAM D. D. 8., Second 

Vice-President. 

D. L. MacKeucan, M.D., Secretary. 

I, M. Fuinn, M.D., Treasurer. 

Evoene C. SyrovatTKa, LL. D., Libra- 
rian, 

Board of Directora: D. Wash- 
burn, M.D. (1955); L. B. Finn, 
M. D., (1954); C. L. Burdick, Ph. D. 
(1954); J. K. (1955); C. 
M. A. Stine, Ph.D. (1955); W. 8S. 
Carpenter, Jr. (1956); Harland A. 
Carpenter (1956); W. H. Kraemer, 
M.D. (1957); J. A. Perkins, Ph. D. 


DELAWARE STATE DENTAL 
SOCIETY 


R. A. Reep, President, Milford. 

H. H. ist Vice-Presi- 
dent, Wilmington. 

LOUIS KRESHTOOL, 2nd Vice-President, 
Wilmington. 

J. G. Baker, Treasurer, Wilmington. 

R. J. ZurKxow, Secretary, Dover. 


P. K. MUSSELMAN, Newark, C. 
NELSON, Milford, Delegates A.D. 


J. C. Macu, Seaford, Lovuts KREsH- 
TOOL, Wilmington, Alternates A.D. 
A. 


DELAWARE PHARMACEUTICAL 
SOCIETY 


J. WALLACE WATSON, President, Wil- 
mington. 


LANDIS WILSON, First: Vice-President, 
Georgetown. 

NORMAN CHAMBERLAIN, Second Vice- 
President, Uarrington. 

GROVER ASHTON, Third Vice-President, 
Milford. 

Harry G. Zeisic, Secretary, Milford, 


ALBERT Treasurer, Wil- 
mington. 


STATE BOARD OF PHARMACY 


Perry REGAN, President, Milford. 

FRANKLIN GASSER, Vice-President, 
Wilmington. 

Harry Zersia, Secretary, Milford. 

PeTer PavuL Porockt, Wilmington. 

Hvuen K. Dover. 

Paut C, Wilmington. 


SUSSEX COUNTY MEDICAL 
SOCIETY 


Meets Second Thursday 


L. M. Dopson, President, Milford. 
R. L. Vice-President, Re- 
hoboth. 


J. E. Marvin, Secretary-Treasurer, 
Laurel. 


Councilors: J. W. Lynch (1955), 
pase ; E. L. Stambaugh (1955), 
wes. 


Delegates: Bruce Barnes (1954), 
ford; James Beebe (1954) 
Lewes; L. M. Dobson (1954), Milford ; 
J. E. Marvil (1954), Laurel; G. M. 
Van Valkenburgh (1954), Georgetown. 
Alternates: O. A. James (1954), 
Milford; R. L. Klingel (1954), Re- 
hoboth; R. 8. Long (1954), Frank- 
ford; Cc. M. Moyer (1954), Laurel; 
A. H. Williams (1954), Laurel. 
Woman's Auziliary 
Mrs. C. M. Mover, President, Laurel. 
Mrs. J. Ww. ANNAND, Secretary, 
Georgetown. 
Mrs. JAMES BrEBe, Jr., Treasurer, 
wes, 


DELAWARE ACADEMY OF 
GENERAL PRACTICE 


George J. Bornes, President, Wil- 
mington. 
M. B. PENNINGTON, President-elect, 

Wilmington. 

E. J. S2aTKowski, Vice-President, 

Wilmington. 

Morris Harwitz, Secretary, Wilming- 
ton. 

D. W. MAcKELCAN, Treasurer, Wil- 
mington. 

Delegates: H. A. Tarrant (1954), 
J. J. Selinkoff (1955). 

Alternates: G. J. ae (1954), 
R. B. Thomas (1955) 

Board of Divectore: G. J. Boines 
(1954), 8S. W. Bartoshesky (1954), 
Morris Harwitz (1954), D. W. Mae- 
Kelcan G. M. Van Valken- 
burgh (1954), Italo Charamella 
(1955), J. J. Selinkoff (1956), H. A. 
Tarrant (1957), J. E. Robbins (1958). 


STATE BOARD OF HEALTH 
©. Moors, D.D.S8S., President, Sea- 
C. M. Mover, M.D., Vice-President, 


Laurel. 

Mrs. ALDEN KEENE, Secretary, Mid- 
dletown., 

R. R. Layton, M. D., Dover. 

R. A. Lyncn, M.D., Wilmington. 

H. A. TARRANT, M.D., Wilmington 

Mrs, A. Lovise CocnRran, Middle- 
town. 

Mrs. Epvira R. KENDALL, Wilmington. 

F. I. Hupson, M. D., Executive Secre- 
tary, Dover. 
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COMPARATIVE RESPONSE TO COMMON METHODS OF THERAPY 


IN 24 CASES OF DISTAL COLON STASIS 


00000 = eeeee | 
eeeee 
Control 
Distal Colon Stasis No Therapy Metamucil Enemas Antispasmodics Mineral Oil 


Management of 


Distal Colon Stasis with Metamucil’ 


The ‘irritable colon’’ resulting in distal 
colon stasis is a hard-to-manage by-product 
of many abdominal or stress conditions, 
Roentgen evaluation of the commonly used 
methods to combat colonic stasis has shown 
the value of Metamucil because of its lack of 
irritation and its high degree of effectiveness* 
in this most prevalent type of stasis. 
Metamucil is the highly refined mucilloid 
of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50°) 
as a dispersing agent, It produces smooth 
fecal bulk necessary to incite the normal per- 
istaltic reflexes, without causing irritation, 
straining, impaction or interference with the 


digestion or absorption of vitamins. 

The average adult dose is one teaspoonful 
of Metamucil powder in a glass of cool water, 
milk or juice, followed by an additional glass 
of fluid if indicated. This amount of fluid is 
essential for the production of “‘smoothage.”’ 


It is supplied in containers of 4, 8 and 16° 


ounces. Metamucil is accepted by the Coun- 
cil on Pharmacy and Chemistry of the Amer- 
ican Medical Association. 


SEARLE Research in the Service of Medicine 


*Barowsky, H.: .{ Roentgenographic Evaluation of 
the Common Measures Employed in the Treatment 
of Colonic Stasis. Rev. Gastroenterol. /9:154 
(Feb.) 1952. 
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EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only .. . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bldg. Del. Trust Bidg. 


“A PRIVATE PSYCHIATRIC SANITARIUM” 


DAYBREAK LODGE 


SANFORD G. ROGG, M. D. 
Diplomate In Psychiatry 
Medical Director 


Complete Psychiatric Care For 
DIAGNOSTIC PROBLEMS 
MENTAL DISORDERS 
NERVOUS-EMOTIONAL 
ALCOHOL-ADDICTION 
FATIGUED ADULTS 


Electric Therapy 


Psychotherapy— insulin Therapy 


Registered Nurses In Attendance 
Licensed By The State of Delaware 


2801 W. 6TH STREET, WILMINGTON, DEL. WILM. 8-2251 


: 
i 
: 
ay 
\ 


Fepruary, 1954 DELAWARE STaTE MeEpicaAL JOURNAL 


they could their own 


... all the patients who represent the 44 uses for short-acting 


NEMBUTAL' 


EVER WONDER WHY one drug should survive 23 years of clinical experience 
(when a lifetime for many is only about five)? Why it should account for 
598 published reports? Or more than 44 clinical uses? 
Short-acting NemputaL (Pentobarbital, Abbott) is the drug. 
The reasons why? 
1. Short-acting NemBUTAL can produce any desired degree of 
For Brief and Profound Hypnosis cerebral depression—from mild sedation to deep hypnosis. 
try the 0.1-Gm. (1Y4-gr.) 2. The dosage required is small—only about half 
that of many other barbiturates. 
3. There’s less drug to be inactivated, shorter duration 
of effect, wide margin of safety and usually no 
morning-after hangover. 
4. In equal oral doses, no other barbiturate combines quicker, 
briefer, more profound effect. 
How many of short-acting NemButav’s 44 uses have you tried? You'll 


find details on all in the booklet, ‘44 Clinical Uses for 
1-126 NemsButa..”’ Write Abbott Laboratories, North Chicago, Illinois. Obbett 


: 
Ls an - 
| 
3 


xxii DELAWARE STATE MEpICAL JOURNAL 


Fepruary, 1954 


ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
513 Market Street 723 Market Street 


900 Orange Street Manor Park 
WILMINGTON, DELAWARE 


Baynard Optical 


Company 


Prescription Opticians 
We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


PARKE 


Institutional 
Tod 


COFFEE TEAS 
SPICES | CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
7146 Dungan Ri., Philadelphia 11, Penna 


W. maintain 


prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 
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Busy 
Enjoy 
Because... 


There’s a complete summary of the 
week’s news in Delaware on one 
compact page .. . there’s a business 
page that presents the top local and 
national business news each week 
. . . there’s commentary by H. V. 
Kaltenborn <nd Drew Pearson on 
significant national and international 
news .. . there are complete sports, 
magazine and entertainment sections 
for more leisurely Sunday reading. 


WILMINGTON 
SUNDAY STAR 


Designed 


JOHN G. MERKEL 
& SONS 


hysicians —Hospit a 
cLaboratory—Invalid Supplies 


PHONE 4-8818 


801 N. Union Street 


Wilmington, Delaware 


...from Two 
Outstanding Cases 


RED LABEL ~ BLACK LABEL 
Both 86.8 Proof 


Waive 


Biack Labe 


Johnnie Walker stands out in its devotion to 
quality. Every drop is made in Scotland. Every 
drop is distilled with the skill and care that 
come from generations of fine whisky-making. 7 
And every drop of Johnnie Walker is guarded 

all the way to give you perfect Scotch whisky... 

the same high quality the world over, 


BORN 1820... 
STILL GOING STRONG = 


JOHNNIE 
WALKER 


BLENDED SCOTCH WHISKY a 


CANADA DRY GINGER ALE, Inc., New York, N. Y¥., Sole Importer 
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ACCIDENT HOSPITAL SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 


$10, 000 accidental death Quarterly $16. 00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


OOST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Quadruple 
60 days in Hospital 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
“0 days of Nurse at Home 5.00 per day 10.00 per day 15.00 a day 20.00 per day 
Laboratory Fees in Hospita) ................ 5.00 10.00 5.00 20.00 
Operating Room in Hospital ................ 10.00 20.00 30.00 40.00 
Anesthetic in Hospital 10.00 20.00 30.00 40.00 
X-Ray in Hospital 10.00 20.00 30.00 40.00 
Medicines in Hospital 10,00 20.00 30.00 40,00 
Ambulance to or from Hospital ........ 10.00 20.00 30.00 40.00 

(Quarterly) 
Adult 5.00 7.50 10.00 
Child to age 19 ........ 3.00 4.50 6.00 
Child over age 19 350 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 

400 First National Bank Buildin Omaha 2, Nebraska 


$200.000.00 deposited with State of Nebraska for protection of our members 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Pro- ™ first with the baker 
tection, Avoids Unpleasant Situations VE where a “KNOWN bread is 
By Immediate Thorough Investigation . 
And Saves You The High Costs Of 4 f ‘ Quality with us is 
Litigation. : never an accident but the 
The Only Plan Which Is Officially Spon- ‘ result of good intention and 


d By Y Local Medical Societ , 
sore y Your Loca edica ¥ ei dien. 
The New Castle County Med cal Society 

The Kent County Med cal Society 


The Sussex County Medical Society a) I Frei er’ $s 
y 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bidg. 10th & Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington 5-656! 


If it’s insurable we can insure it 


ALL 
COME FROM 69 TO 
a 
: 
: Bakers of *NATIONALLY-KNOWN 
| 
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FRAIMS DAIRIES 
Quality Dairy Products 


1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


A State . 


hty Minded Fol 


LEIBOWITZ’S 
224-226 MARKET STREET 
Wilmington, Delaware 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 


To keep 

your car running 
Better —- Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


DIAMOND 


Serve it hot 
it hits the spot] 


Bate 
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Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 
ience, comfort and health 
of your family — you WATER HEATER 


should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you’re 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you’re sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT CO. 
"The Appreciates 
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Lasting quality 
throughout the years 
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No child need be denied protection against the threat of 
rickets and vitamin A and D deficiencies. 


Mead'’s Oleum Percomorphum is a potent, dependable source of 
/ vitamins A and D ,. . that can be given at a cost of about a cent a day. 


. pioneer product with twenty years of successful 
=F & “~— clinical use. Dosage, 5 to 10 drops daily. 


Specify Mead's Oleum Percomorphum ... the 


Available in 10 cc. and economical 50 cc. 
botties; also in bottles of 50 and 250 capsules. 


The economical, potent vitamin A and D drops 


OLEUM PERCOMORPHUM 


MEAD JOHNSON & COMPANY EVANSVILLE, IND., U.S.A. 
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